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Some Reflections on the Treatment of Placenta Praevia. 


By [nis ESsex-MOLLER. 
Hon. F.C.0.G., Hon, PAA.C.S., Hon. FER.A.M. (Ireland). 


BLEEDING, in a case of placenta praevia, is unavoidable. — The 
only thing we can do, not being able to prevent the haemorrhage, 
is to try and lessen the loss of blood as much as possible. When 
surveying the various methods which in the process of time have 
been used to this end, it may be said that they have followed two 
different ways. 


In one, the older, which has been the principal method up to 
the present day, we have tried to stop the haemorrhage by pressing 


that portion of the placenta which is detached against that part 
of the placental site which is exposed. The most ancient method, 
namely, that of plugging the vagina, acts by pressing the placenta 
between the plug and the foetal head. Rupture of the membranes 
has a similar action; uterine contractions arise which force the 
head against the placenta. The time-honoured bipolar version 
uses the breech as tamponing the placental site, and the metreu- 
rynter has the same aim. 

It is common knowledge that these methods are fairly often 
successful, but it is equally well known that there are certain disad- 
vantages connected therewith. Rupture of the membranes is avail- 
able only in cases of lateral placenta praevia. Bipolar version cannot 
be performed unless the cervix has been dilated to a certain degree, 
during which time the bleeding may be serious. The insertion 
of the metreurynter is not always an easy matter, and if it is not 
inserted into the amniotic cavity it will increase the separation of 
the placenta and consequently the bleeding. Plugging of the 
vagina | need not dwell upon; it is a method which, from an 
aseptic point of view, is repulsive and deserves to be abandoned. 

The disadvantages of the methods enumerated are clearly 
indicated by the results, which are only moderately good for the 
mothers and deplorable for the foettis. 
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It is, however, quite natural that one has tried by some other 
method to lower the maternal and foetal mortality. It has thus 
been recommended to interfere at an early stage, before the 
haemorrhage has as yet had time to become severe. It has 
especially been thought that by the use of the metreurynter this 
might be possible, as it can be introduced through an almost closed 
cervix. The disadvantage common to all the methods just described 
is that one has to wait until the cervix has attained a certain degree 
of dilatation, during which time the haemorrhage is going on, 
and the danger to the mother and to the foetus will be increased. 

Towards the end of the nineteenth century a method was 
proposed which at first caused not only amusement but even scorn, 
but which has proved to be of such intrinsic value that it is now a 
serious rival to the older methods. | allude to Caesarean section. 

At first it might appear absurd to resort to a method which, in 
itself, is a cause of bleeding, for the arrest of haemorrhage in a 
patient who is already bleeding. From this point of view the 
advocates of the old obstetrical methods did not hesitate to pour 
their sarcasm on the advocates of Caesarean section. On further 
reflection, however, it is obvious that the main point is not 
obstetrical versus surgical methods, but is one quite different. By 
the older methods an endeavour was made to staunch the bleeding 
by means of compressing the detached placenta against the 
placental site, until the cervix was sufficiently dilated for delivery 
of the child. By Caesarean section the uterus is emptied before 
the cervix has been dilated, consequently before the placenta has 
had time to become detached to any extent worth mentioning. By 
the one method an endeavour is made to arrest the haemorrhage 
while waiting for the cervix to dilate; by the other this is assured 
without waiting for the cervix to dilate. This is the essential and 
really new method, and the time seems now to have arrived when 
we should try seriously to settle the advantages and disadvantages 
of each method and to agree upon the indications for each, 

It seems quite unnecessary to discuss theoretically which of 
the said courses may be considered the more rational. In the 
end the experience and the results obtained from the different 
methods will be the deciding factors. In their light the reasons for 
and against might be discussed with more chance of success. 

My own experience of placenta praevia embraces 240 cases. 
Observed in one place and by one and the same man this number 
may be regarded as a fairly large one, but for general conclusions 
it is insufficient, since the patients have been treated by different 
methods leaving too great a scope for mere chances. | am there- 
fore going to control my own results by those obtained in other 
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places, especially by those published in 1930 by von Ammon, ' 
which seem to me to give a reliable statement of what may be 
accomplished by the different methods of treatment at the present 
time, 

In those slight cases in which the placenta only just reaches 
the os uteri, and in which the membranes may be felt and broken, 
unless they have ruptured spontaneously, the results will be 
relatively good. Thus, in my 240 cases 47 patients were delivered 
spontaneously, and a further 48 without any other interference than 
puncture of the membranes, .\mong these 95 mothers there was 
one death, 1.05 per cent. Von .Ammon’s mortality rate was three 
per cent following spontaneous delivery and 1.9 per cent following 
puncture of the membranes. When divided in the same way my 
mortality rate was 2.1 per cent and 0.0 per cent respectively. 

Unfortunately in cases of central placenta praevia it is impos- 
sible to puncture the membranes without detaching the placenta 
still further and so inereasing the haemorrhage. Also in certain 
cases of lateral placenta praevia, the haemorrhage may be so 
severe that to delay the delivery long is out of the question. Tt ts 


in these cases that bipolar version is resorted to. Correspondingly 


bad results are to be expected in these cases, and are shown by my 
results. Thus | had 71 cases of bipolar version with tive deaths, 
or seven per cent, and six cases of bringing down one foot in breech 
presentation, with one death. The maternal mortality was thus 
7.7 percent. The cause of the death in these cases was : anaemia in 
three, in two infection after vaginal plugging in the patient’s home, 
and in the sixth case the patient was moribund on admission. The 
death-rate after version, according to von Ammon, was 8.02. per 
cent. This is about the same as my figure. 

Von \mmon’s figures also disclose another point of interest. The 
figure of 8.02 per cent was obtained from those clinics in which no 
surgical interference had occurred. In those clinics in) which 
bipolar version and Caesarean section were employed the maternal 
death-rate in the cases of version was 7.1 per cent, and we agree 
with von Ammon that the explanation of this difference is to be 
found in the fact that in the latter clinics the most serious cases 
have been treated surgically. 

This now leads us to examine the results of the treatment of 
placenta) praevia by abdominal or vaginal Caesarean section. 
I will not discuss here the justification of the latter method. — It 
is true that | have performed 33 > vaginal Caesarean sections 
for placenta praevia when, for some reason, | have not considered 
the abdominal section indicated -as in cases when the patient is 
infected) -but T doubt very much if it was the right thing to do. 
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In short, | have among my cases 65 Caesarean sections, 33 per- 
formed by the vaginal and 32 by the abdominal route, with four 
deaths—three after the vaginal and one after the abdominal 
operation. The percentage figure is 6.1 (nine per cent for the 
vaginal and 3.1 per cent for the abdominal). The cause of death 
was air embolism with the abdominal method; one tear of the 
incision with following bleeding ; one infected thrombosis ; and one 
anaemia, prior to the interference. The figures of von Ammon 
are y.4 per cent by the vaginal route and 7.3 per cent for the 
abdominal section. He comes to the conclusion that the vaginal 
operation should be abandoned in these cases, and that the 
abdominal does not improve the results for the mothers as com- 
pared with the older methods of obstetric interference. Is the 
latter conclusion the correct one ? 

The question is surely very complicated. In the first place | 
would point out that my results after abdominal section are 3.1 
per cent, as compared with von Ammon’s 7.3 per cent. Further 
that this death-rate of 3.1 per cent is five per cent less than that 
following version, seven per cent. | will not stress this point at 
the moment since another aspect of the problem must first be 
discussed, viz., the result to the foetts. 

The less serious of my cases followed by spontaneous delivery, 
or delivery after puncture of the membranes, have a foetal mortality 
of 30.6 per cent. For version alone it was 67.5 per cent ; for bringing 
down one foot, 65.4 per cent. Finally abdominal Caesarean 
section had a mortality of 18.7 per cent and vaginal Caesarean 
section of 17.6 per cent, or 18.1 per cent if the combined cases are 
estimated. Von  Ammon's corresponding figures are: for 
spontaneous delivery, 24.3 per cent; for puncture of the membranes, 
28.8 per cent; for version, 74.2 per cent; for vaginal Caesarean 
section, 36 per cent; and for abdominal Caesarean section, 18.4 
per cent. Thus the superiority of Caesarean section, so far as 
the children are concerned, is proved conclusively. 

It seems unfair, however, to quote these figures without taking 
another circumstance into account. “The number of foetal deaths 
does not depend only on the method of treatment, but also upon how 
early in pregnancy the parturition has taken place, i.e. on the 
degree of development of the foetus. A > premature foetus has 
not the same power of resistance as one fully developed, nor the 
same chance of surviving if born living. When climinating 
those foetis weighing less than 2,000 grammes the following 
figures are obtained: after spontaneous delivery, 30.6 per cent; 
version, 65.4 per cent, and Caesarean section, 18.1 per cent, all 
foettis included, against 21.6 per cent, 57.3 per cent and 14.7 per 
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cent respectively. If, further, we exclude also the toetts which 
were dead before the beginning of the treatment, since their death 
cannot be attributed to any particular method, we get the figures 
21.6 per cent, 56 per cent, and 8.7 per cent. 

L therefore consider myself entitled to the view that Caesarean 
section, in cases of placenta praevia, without making the chances 
worse for the mother, gives decidedly better results for the foetus. 

The question then arises: Is one justified in resorting to 
Caesarean section with the view of improving the results for the 
children only 2?) These children are often premature and, besides, 
they may already have suffered from the separation of the placenta. 
In many cases, therefore, the advantage to be gained by Caesarean 
section might only be that of a weak and suffering child. Further- 
more, the mothers are most frequently multiparae whose lives matter 
more to their existing children than the uncertain chances of the 
placenta praevia foetus. 

This criticism certainly deserves serious consideration, and, 
personally, | do not think Caesarean section is justified merely for 
the sake of the children. If, however, on the contrary, it could 
be shown that Caesarean section improves the prospects both of 
the children and mothers, then the criticism against Caesarean 
section in these cases might hardly be considered fair. We have, 
so far as possible, to try to lessen) the maternal and_ foetal 
mortality, aiming at the ideal which Lauverjeat once formulated 
with the following words: ‘‘Le véritable accoucheur ne sacrifiera 
jamais la mére & Venfant, ni Vintant a la mére.”’ 

However, each individual case must be carefully considered. 
Just as illegitimate as the fundamental condemnation of Caesarean 
section is to be considered nowadays, just as regrettable and exag- 
gerated does the attitude seem to me that is taken up by some 
accoucheurs who, in point of principle, will use Caesarean section 
in all cases of placenta praevia. | may once again draw attention 
to the fact that out of my 240 patients not less than 95 were 
delivered spontaneously or after puncture of the membranes, with 
one fatal case only. Would anybody insist that these mothers 
should have been subjected to Cacsarean section ? 

In this connexion it should be pointed out that in exceptional 
cases one might be justified in performing Caesarean section for 
the sake of the mother, even though the foetus is already dead. | 
have been obliged to do so in a few cases in which the bleeding 
was profuse although the cervical canal was closed. 

Von Ammon touches upon a question of interest when empha- 
sizing that Caesarean section, once performed, may give rise 
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to sterility in a certain number of cases; according to him, in 37 
per cent. At the present time, when the number of children ts 
reduced voluntarily, it 1s difheult to estimate the number of cases 
in which sterility depends upon the fear of another pregnancy 
after the operation, 

Another difficult’ question is whether the operation can be 
justified when the mother has been infected or is suspected of being 
infected. In such cases an abdominal Caesarean section seems 
out of the question. Should not the operation be performed by 
Porro’s method in such circumstances? If, however, infection is 
suspected, and consequently we dare not perform an abdominal 
operation, but at the same time version seems difficult, or not 
vet possible, are we then justified in performing vaginal Caesarean 


section 2 | have reported my own cases and their results. | 


will not enter here on a discussion of this question, to which | 
refer in an article already written on this subject,* but, if possible, 
lam more than ever undecided as to the indication and justification 
of this operation, and bE have not vet been able to form a decided 
opinion on the question. 


From what | have said it may be evident that | consider the 
introduction of Caesarean section in cases of placenta praevia as a 
new and important contribution. Time will settle the question, 
but this may be said: the place of Caesarean section in the 
treatment of placenta praevia seems by this time to be indisputable. 
The general practitioner, in the future as hitherto, will have 
recourse to version and similar methods, but the obstetricians in 
well equipped hospitals undoubtedly have to consider Caesarean 
section more often than in the past. Another important change 
In our conception of the treatment of placenta praevia seems to be 
the necessity of transferring these patients to hospitals. Placenta 
praevia ought not to be dealt with in the patient’s home; it is too 
dangerous for both mother and child. 

The greatest progress in the treatment of placenta praevia in 
times past, namely the introduction of bipolar version, is due to 
an fenglish obstetrician, Braxton Hicks. For the more modern 
method of Caesarean section we are indebted to another English- 
man, Lawson Fait. To me these two facts seem significant. The 
common sense and critical power of British obstetricians create a 
strong conservatism and sound judgment of new proposals. Mt 
the same time they have an open mind for new ideas of real value 
indo always give them a fair trial Phe tmportance of such a 
combination of conscientious and sound judgment in the develop- 


nent of obstetrics and gynaccology cannot be overrated and need 
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not be proved. I wish only to pay a sincere and grateful tribute to 
those sterling qualities of British obstetricians without which mid- 
wifery could not have obtained the position it has to-day. 
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The Pathology of Ovarian Tumours. 
By 


WILFRED SHAw, M.D., B.Ch, (Cantab.), F.R.C.S. (Eng.), 
F.C.0.G. 


Assistant Physician slccoucheur, SL. Bartholomew's Hospilal. 


Parr If. 
CYSTADENOMA PSEUDO-MUCINOSUM, 


CYSTADENOMA pseudo-mucinosum is the commonest of ovarian 


neoplasms, and in my series of 300 cases Q1 pseudo-mucinous cysta- 


denomata were obtained—a_ percentage of 30.3. The tumour 
possesses a glistening white surface, which is opaque in old 
tumours, but thin and translucent in active and voung forms. The 
evsts are always multilocular, shough the loculi vary considerably 
in size. In rapidly growing cysts the loculi are small, and the 
epithelium of the tumour forms a large proportion of the bulk of 
the evst, which may then appear to be almost solid. In old- 
standing cases the locult are large, and it will be shown later that 
these large cavities are formed by the confluence of adjacent 
loculi. A fairly common appearance in old-standing tumours is 
that a single loculus occupies most of the tumour, while a zone Gt 
small loculi with active epithelium is limited to one pole. 

The tumours contain) pseudo-mucin in varying degrees of 
purity. In papillomatous and actively growing forms degenerate 
cells, leucocytes and cholesterin crystals can be demonstrated in 
the fluid of the loculi. Blood is found in the fluid contents of 
actively growing tumours as the result of crosion of the thin walls 
of capillaries, and in the case of twisted evsts transudation of blood 
is common. Pseudo-mucin solidifies during formalin fixation; it 
is not precipitated by the addition of acetic acid, but it resembles 
mucin in that after boiling with mineral acids a copper sulphate 
reducing substance is split off. Pfannenstiel! was able to identify 
three types of pseudo-mucin, the a, 8, and y forms. The chemical 
differences are, however, of little clinical interest, and there is no 
reason to believe that they have any pathological significance. 
Tachibana’ has investigated the ferments contained by ovarian 
eysts, and has demonstrated the presence of invertase, trypsin, 


pepsin and amylase in the fluid of pseudo-mucinous cysts, 
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Mammoth tumours, 

Pseudo-mucinous cystadenomata may reach enormous dimen- 
sions, and Lynch* has collected together the records of 87 specimens 
weighing more than too pounds. It is interesting to notice that 
mammoth tumours are most frequent ino die New World, as 
many as 37 being reported from the United States and only it 
from Germany and to from France. Twenty-seven of the tumours 
have been reported since 1g00. Spohn’s case from Texas holds 
the record. The tumour weighed 328 pounds, 30 gallons of fluid 
being drained by tapping during the week prior to removal. The 
tumour extended from the chin to midway between the knees and 
feet, and the “‘patient’s hands could not reach the umbilicus by 
nearly one and a half feet." ‘When she lay on her side on a 
three-quarter bed the tumour had to be supported on two chairs.”’ 
The patient recovered from the operation, Other) mammoth 
tumours are those of :— 


Barlowe stb. 
Bullitt 5 Ib. 
Tufher 35 Ib. 
Binkley Ib. 
Ward 


the latter being published quite recently.' 


In other cases the tumours have been tapped repeatedly over 
a number of vears. In Martineau’s case the cyst was tapped no 
fewer than 8o times between the vears 1757 and 1783, 6,031 pints 
of fluid, or upwards of 13 hogsheads, being removed. This case 
is surpassed, again from the New World, by that of Dr. J. L. 


Atlee of Pennsylvania who, between the years 1801 and 1goo, 


tapped a tumour 26g times and removed nearly 17,000 pints, or 
more than 33 hogsheads ! The tumour was removed successtully in 
November, 1903, although it was noticed during the operation that 
the peritoneum was studded with miliary tubercles. “Phe patient 
survived, and a vear later her left breast was removed “because of 
a tumour.’ Tt is not uncommon tor large cysts to be seen even 
at the present day; in fact the majority of tumours removed are 
the size of a football. The tumours frequently do not give rise to 
any symptoms at all, and it is not until they have attained a con- 
siderable size that they are first observed. 

In the series of 300 cases there were ot cases of this type of 
tumour. Nine of these cases were papillomatous or of a somewhat 
different pathological type from the usual form. “Phese nine cases 
are included in the following statistics, but they will be considered 


separately when the histology is) deseribed. There were nine 
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further cases in which pseudo-mucinous cysts and dermoids were 
found ‘n the same ovary. These nine cases will be dealt with 
under dermoid cysts, and they are not included in the series of 
Ql Cases. 

STATISTICS, 
Incidence, 


Ninety-one cases were obtained in the series: a percentage 


There is no record of the dimensions of the largest tumour, but 
it contained 24 pints. The average size was of the order of 12 
inches in diameter. 

The tumours were bilateral in six cases, i.e. in 6.6 per cent; 
they arose from the right ovary in 4o cases, from the left ovary in 
45 cases. The frequency with which the tumours are bilateral is 
small when compared with the cases of cystadenoma_ papillare 
serosum, In five of the six bilateral cases the patients were post- 
menopausal. It follows that the risk of subsequent development 
of an ovarian cyst in the opposite ovary is small when unilateral 
ovariotomy is performed in patients prior to the menopause. 

Torsion was met with 17 times a percentage of 18.6. 

Intra-ligamentary development was seen in five cases—5.5 per 
cent. 
elge incidence. 


The voungest patient was 18, the oldest, 77. 


Total 
Cases Per cent Per cent 
4-4 4-4 
$3 
4-4 
11.0 
14.3 
11.0 
13.0 
9.9 


70 4 
fies. I 
SO | is ee 


The distribution shows that the tumours arise most frequently 
between the ages of 30 and 60 without appreciable difference in 





The Pathology of Ovarian Tumours 37 
the three decades of life. The tumours are rare before the age ot 
20, and are almost unknown before the age of puberty. 

Seventy-five of the patients were married : 16 were single. Of 
the 75 patients, 19 were sterile—a sterility percentage of 25. This 
percentage is higher than the average of to per cent of all married 
women, On the other hand, the patients who had been pregnant 
had borne a large number of children’ 

Menstrual histories, 

Apart from those patients who were of menopausal age, only 
two patients gave a history of irregular menstruation, 

There were two cases of amenorrhoea. 

There is, therefore, no reason to believe that the catamenia 
are usually disturbed by the presence of ovarian cysts of this 
type. 

Menorrhagia was limited to the cases in) which there were 
associated uterine fibroids. 

Puberty had not been delaved in any of the cases. 

It is a surprising fact that these large ovarian tumours do not 
exert a greater influence on the menstrual functions. 

Symploms, 

Pain was complained of by 59 patients, but these include the 
17 cases of torsion. If these are excluded, 42 remain—a percentage 
of 48.8. The pain was almost invariably described as a dull, 
dragging pain localized in the hypogastrium or to one or the 
other iliac fossa. Severe pain was very rarely complained of 
apart from the cases of torsion, 

Swelling. 

Abdominal swelling was noticed in 56 cases. 

Micturition symploms. 


Thirteen patients, i.e, 12.2 per cent, complained of micturition 


disturbances. There were four cases of retention of urine (4.4 per 


cent), due to impaction of the cyst in the pelvis; six cases (6.8 per 
cent) of frequency of micturition, and three cases (3.4) of imperfect 
control of micturition. 


Vomiling. 
Vomiting was complained of by six patients. The 
torsion are excluded. 


cases. of 


Post-menopausal bleeding. 
In five cases post-menopausal uterine haemorrhage «brought the 
patient to hospital, te. 5.5 per cent. This figure is higher than 


one would expect for innocent tumours. Thirty-six patients were 
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past the menopause, i.e. 39.5 per cent of the gt cases, and five of 
these developed post-menopausal bleeding, a percentage of 14. 
One of the patients was later found to have developed carcinoma 
of the body of the uterus. 


Oedema of the feel. 
Oedema of the feet was found in three cases. 


clssocialed conditions, 
Complications were found in a large number of these cases. 


1. Adhesions were present in eight cases, t.e. 8.8 per cent, 
binding the cyst to the Fallopian tube and the pelvic wall. 

2. Fibroids in six cases, t.e. 6.8 per cent. 

3. -\cute salpingo-Oophoritis in one case. 

4. Calcareous deposits in the wall in one case. 

5. Ascites in three cases, i.e. 3.4 per cent. 

6. Lesions of the opposite ovary were not uncommon. 

In two cases the opposite ovary contained a chocolate cyst. 

In two cases there was an early fibroma on the surface 
of the opposite ovary. 

In two cases there was a small Hbroadenoma of the opposite 
ovary. 

In six cases, i.e. 6.8 per cent, there was a cystoma simplex 
serosum in the opposite ovary, 

In three cases the tumour was found in the abdomen in the 
puerperium. In none of these three cases had there been 
symptoms during the pregnancy, and all the patients had 
gone to term. 

There was one case of spontaneous rupture of the cyst. 

In one case there was a carcinoma of the stomach. 

One patient developed carcinoma of the body of the uterus. 
Prior to the operation the patient had suffered) from uterine 
haemorrhage, but curettage was not performed. 


Result of treatment of pseudo-mucinous cysladenomala. 
There were gt cases of this) form of tumour. Thev were 


treated by unilateral ovariotomy in those cases in which the opposite 


ovary was normal, and by bilateral ovariotomy in cases in which 
the opposite ovary was diseased. Hysterectomy or myomectomy 
was performed in cases complicated by fibroids, 

There were two deaths—a mortality of 2.2 per cent. In one 
case the patient died from uraemia following pyelonephritis 
caused by the tumour being impacted in the pelvis. In the second 
case the patient was operated upon as an abdominal emergency 
case, when it was found that she had, in addition to the ovarian 
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tumour, a perforated carcinoma of the stomach with peritonitis. 
In neither case could the mortality be attributed to the ovariotomy. 


Immediate resulls. 

There was no case of shock following the operation in the series 
of gt cases. The tumours were tapped in 22 cases, and in such 
cases the evacuation of the contained fluid was relatively slow. 
Nevertheless, the absence of shock is contrary to the accepted 
teaching. It is possible that confusion has existed in the past 
between innocent and malignant tumours. With the latter, shock 
undoubtedly occurs, particularly if the cases are complicated by 
ascites; but with innocent tumours, although the cvsts may be very 
large, shock must be very rare if severe haemorrhage does not 
occur during the operation, The explanation of the absence of 
shock probably depends upon the general good health of the 
patients with this form of tumour. In addition, the sudden release 
of abdominal pressure is not greatly different: trom that which 
follows normal parturition, 

There was no case of reactionary haemorrhage, and no case of 
intestinal obstruction from adhesions to the pedicle. 

Micturition symptoms, on the other hand, were not uncommon, 
and the incidence of cystitis is perhaps the commonest complication 
of the operation — particularly in elderly patients. 

Post-operative ileus was, again contrary to the usual teaching, 
extremely rare, 

Late results. 

Fifteen cases have been lost. Seventy-six cases have beer 
followed up. 
Seventy-six cases, 

Of these 76 cases one has since died with carcinoma of the 
cervix uteri. The others were alive up to seven vears from the 
original operation, 

Recurrences. 

In one case a pseudo-mucinous cystadenoma developed in the 

opposite ovary five vears after the original operation—a percentage 


ot 
Of Ter. 


Calamenia. 


Amenorrhoea followed the removal of both ovaries, without 
exception, 


With unilateral ovariotomy in-patients of the child-bearing 


period of life, a return to normal menstruation was almost invari- 
able, There were eight exceptions in 45 cases traced. In five of 
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these the menstrual evcle became irregular, being either reduced or 
prolonged. In three cases the patients developed amenorrhoea, 


but all the three patients were of menopausa! ave. 


= 
Subsequent pregnancies. 
Three patients have subsequently become pregnant. 


Pain. 

Of the 76 cases traced, in 16 the patients have complained of 
abdominal pain. The interesting feature is that in 14 of these 16 
cases unilateral ovariotomy was performed and the majority of the 
patients were in the child-bearing period of life. These facts 
suggest that the pain may be related to compensatory hypertrophic 
development of the opposite ovary, although there is little direct 
evidence in support of this view. 


Post-operative hernia, 

In three cases the patients developed post-operative incisional 
hernia. .\ mid-line incision was used in the three cases. Person- 
ally, | feel that although the incidence of incisional hernia is low 
the incision should be paramedian for all cases. 


Tapping. 

The question of tapping cysts of this type can now be dealt 
with. In 18 of the 76. traced cases the cysts were tapped. In no 
case have there been ill effects from the tapping, and the procedure 
undoubtedly facilitates the removal of large tumours, particularly 
of the extra-peritoneal type. 

Against this, however, must be placed the danger of mistaking 
a malignant tumour. It will be shown later that six per cent ol 
eysts which macroscopically contorm to the innocent pseudo- 
mucinous cystadenomata show histological evidence of malignancy, 
and such tumours clearly cannot be recognized as malignant 
tumours during the operation. Indiscriminate tapping, therefore, 
is to be condemned. The following rules can be laid down :— 

1. If there is any suspicion of malignancy, either in the form 
or the consistence of the tumour, the presence of ascites or metas- 
tases, or if the tumour is bilateral, tapping is contra-indicated. 

2. Tapping should be reserved for very large tumours arising 
in old patients. The removal of large extra-peritoneal tumours 1s 
facilitated by tapping. 

It is quite true that the tapping of an innocent ovarian cyst has 
no ill effects, but the risk is alwavs present that the tumour, though 
macroscopically benign, is histologically malignant, and it is 
clearly unsound to tap a cyst the malignant nature of which may 
not be determined by naked eve examination alone, —.\nother 
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objection to tapping these evsts is the possibility of scar implanta- 
tions developing at a later date. Such cases are extremely rare, 
but authentic cases are on record. Sometimes the implantations 
are quite innocent: in other cases the scar metastases show a 
malignant structure. Cases of scar implantations have been 
collected by Schroeder’? and Polano.’ \nother possibility, though 
again extremely remote, is that implantations develop in the peri- 
toneal cavity to give rise to a condition comparable with that of 
pseudo-myxoma peritonei. .\gain authentic cases are on record, 
but the complication is extremely rare. 

Pfannenstiel has traced a series of cases after unilateral ovari- 
otomy for tumours of this kind. Tle found that the remaining 
ovary became diseased as follows : 

Pseudo-mucinous cystadenoma 1.8 per cent. 
Pseudo-myxoma ovarli— - - O.4 
Carcinoma - - - - 0.7 


” 
Histology. 

The tumour is composed of a series of loculi which are 
separated from each other by connective tissue. There is, however, 
extreme variation in the individual forms, and these variations 
depend upon the two factors—the age of the tumour and_ the 
rapidity with which it is growing. Each loculus is lined) by 


epithelium which is separated from the connective tissue stroma by 
a basement membrane. 


epithelium. 

In the typical case the epithelium is high columnar, the proto- 
plasm of the cells is translucent and contains pseudo-mucin. The 
nucleus ts situated near the base of the cell and is cubical in shape. 
Active mitoses can be demonstrated in rapidly growing tumours. 
The inner border of the cell is irregular in 390 per cent of cysts, and 
this irregularity is, without doubt, determined by the active secre- 
tions of the cells. Frequently, the nucleus is flattened out against 
the base of the cell. The cell outline is fairly well detined laterally, 
though it may be distorted by compression of adjacent cells. The 
protoplasm is faintly granular. The cell layer is usually one cell 
thick, but in 24 per cent of cases more than one laver can be demon- 
strated in some part of the eystadenoma. Among the columnar 
cells ovoid cells with more granular protoplasm can frequently be 
demonstrated. They are displaced away from the basement mem- 
brane, and their nucleus lies half way along the length of the 
epithelial laver. The ovoid cell has a signet ring-like appearance, 
for its nucleus is flattened out. The cells were found in 50 per 
cent of cases, 
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In actively growing tumours the epithelial cells show phago- 
evtic properties, with the result that leucoevtes are ingested. 
Phagocytosis is also seen in degenerating tumours, 

The epithelial cells are never ciliated, and in this respect they 
differ fundamentally from the simple cvstomata and the papillary 
serous cystadenomata. Goblet cells are commonly seen. 

The epithelium varies considerably in different tumours. Jn 
primitive loculi the epithelium is flattened and almost endothelial 
in type. In larger loculi it becomes cubical, and when the loculus 
is fully developed it assumes its high columnar form. The regular 


high columnar epithelium is characteristic of the fully developed 


cystadenoma. 

In proliferating tumours the epithelium becomes heaped up to 
form true papillae, which can, of course, be recognized only by 
microscopical examination. The epithelial cells stain more deeply 
and become elongated ; the nuclei become ovoid and are displaced 
from the basement membrane. Some bunches of cells hypertrophy 
more rapidly than others and form minute papillae which project 
into the lumen of the loculus. The epithelial proliferation is more 
rapid than that of the peripheral stroma, and it is not until later 
that connective tissue cells grow into the bases of the papillae and 
form true papillomata. The true papillomata have a connective 
tissue core which contains a small blood-vessel. These micro- 
scopical papillomata it must be emphasized that they cannot be 
seen by the naked eve are found in 66 per cent of cases. 

In all cases there is a well-defined basement membrane, whatever 
the richness in papillary formation may be. 

The papillae serve to divide the cystadenomata into inverting, 
stationary and everting forms. The division is of little value, for 
inverting and everting forms may be demonstrated in different 
areas of the same cyst. The process of eversion, which consists of 
the downgrowth of epithelium into the surrounding stroma, is seen 
relatively infrequently. The interpretation of its mode of develop- 
ment is obscure. My preparations suggest that it is most likely 
to be due to the invasion of the wall of the loculus by local over- 
growth of the peripheral connective tissues in old and stationary 
cystadenomata. In young tumours it is undoubtedly caused by an 
active downgrowth into the peripheral stroma. 


Contents. 

Secretion can usually be demonstrated in the cavity of the 
loculi,. The contents, however, vary. In papillary forms globules 
of secretion are frequently found, and leucocytes may be very 
numerous. The epithelial cells sometimes degenerate, become 
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spherical in shape and detach themselves from the basement 
membrane to become displaced into the cavity. 


Stroma, 

The stroma varies in density. In old cases it is thick and 
fibrous. In young tumours it is loose and the connective tissue 
cells are actively growing. The blood supply of the tumours is 
usually well developed. — Interstitial haemorrhages are rare. 


Development of cysladenomata., 

It is of interest to trace the development of this form of cysta- 
denoma. The earliest specimen | have obtained measured one 
and a half inches in diameter, and consisted of two loculi with a 
small area one-quarter inch in diameter, which was composed of 
primitive loculi. The specimen was examined by serial sections 
and it was found possible to draw important conclusions as to the 
mode of development. 

It is improbable that the tumour develops by accessory loculi 
budding off a single primitive loculus, Serial sections showed that 
several isolated loculi were present which possessed the characters 
of very early loculi and which did not communicate with adjacent 
loculi,. It was improbable that such loculi had developed by 
budding, for they were very primitive in type, whereas it was 


shown in the serial sections that budding takes place only when the 
lining epithelium is either cubical or high columnar. The origin 
of the few primitive loculi is therefore multicentric, But by a 
process of budding, with subsequent obliteration of the original 
communication, the tumour gradually increases in. size. 


The primitive loculus is lined by flattened epithelium which 
may be cubical in some places. The cavity contains globules of 
secretion, which stain deeply with eosin, together with lymphocytes 
and polymorphonuclear leucocytes. The epithelium already 
possesses a basement membrane. The loculus is surrounded by 
a fibrous capsule which is clearly differentiated from the adjacent 
ovarian stroma. This fibrous capsule is very characteristic. Its 
cells possess large nuclei, and Ivmphocytes are found in the 
immediate neighbourhood. Such a loculus gradually develops 
high columnar epithelium, and in these areas, by a process of 
budding, accessory locult are produced. 

It isa fact, which is extremely difficult to explain, that primitive 
loculi are found in actively growing cystadenomata, and all stages 
in the.transition of a primitive loculus into a papillary form may 
be seen in such a case. It is possible, though theoretically very 
difficult to explain, that primitive loculi continually arise in such 
tumours. The origin of the pseudo-mucinous cystadenomata will 
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be considered in detail later. It will be shown to be extremely 
improbable that the tumours arise from a pre-existing epithelial 
structure, so the suggestion that has been made above is not so 
fantastic as it may at first appear. 


Peritoneal surface and capsule. 

There is no specific fibrous tissue capsule to the fully formed 
tumours. At the periphery the glandular elements may penetrate 
and invade the ovarian cortex irregularly, and there may be no line 
of demarcation between the tumour and normal ovarian tissue. 
The peritoneal surface is smooth, but the surface epithelium of the 
ovary cannot be demonstrated histologically. The tunica albu- 
ginea can be identified on the surface, and it is almost the rule 
that it is not invaded by the tumour. 

Towards the hilum of the ovary a capsule cannot be identified, 
though I have no explanation to offer for the usual development 
of the tumour away from the hilum. As [| have shown, extra- 
peritoneal development of such tumours is rare. 


Degeneration. 

Degeneration is not limited to malignant tumours. Small areas 
of degeneration are not infrequent in innocent cystadenomata. 
The degeneration is to be attributed to local disturbances in the 
blood-supply of the tumour. An actively growing pseudo- 
mucinous cystadenoma has a highly complex structure, and the 
path of a vessel which reaches the middle of the cyst is, conse- 
quently, circuitous, and small vessels can quite easily be occluded. 
Local degeneration is the result. The areas of degeneration are easy 
to recognize histologically : the epithelial cells lose their regular 
shape ; they separate from the basement membrane and are scattered 
in the cavity of the loculus as irregularly defined poorly staining 
cells (Fig. 1). Macrophages and lymphocytes are usually present 
in large numbers in the degeneration area. At a later stage blood 
is effused, so that red blood corpuscles and polymorphonuclear 
leucocytes finally outnumber the epithelial cells, and in advanced 
cases no trace of the original loculus can be seen. In such cases 
the typical histological structure of the tumour may be completely 
lost in the area of degeneration (Fig. 1). Degeneration of this 
kind was found in 15 per cent of the gt cases of pseudo-mucinous 
cystadenomata. It is not a sign of malignancy, although it must 
be remembered that 2 comparable form of degeneration is seen 
in malignant ovarian tumours much more frequently than in 
these innocent cysts. Degeneration explains the formation of local 
haemorrhages in the middle of cysts of this kind. It also accounts 
for the mechanism of cohesion of adjacent loculi, 
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Cohesion of loculi. 

It has been pointed out above that old-standing tumours usually 
possess one or more large loculi, with an area of active tissue 
localized to one pole of the tumour. On the other hand the loculi 
are small in actively growing tumours. It is reasonable to believe 
that young tumours are composed of a large number of loculi, 
from which it follows that the large loculi of old eysts are formed 
as the result of fusion of the primitive loculi. The process of 
fusion can be seen fairly frequently in these cysts. Two methods 
can be distinguished. The common method is for degeneration 
to arise in the septum between two loculi. At first the epithelial 
cells separate from the basement membrane and, finally, the 
connective tissue septum disintegrates so that adjacent loculi 
communicate, Fusion may occur independently of degeneration, 
In these cases the connective tissue septum becomes thinned out 
to an extreme degree and the epithelial cells give way under 
pressure, In both cases the end-result is a villus-like projection 
into the lumen of the loculus, 


Ixtraperitoneal development. 

Extraperitoneal development was seen in five cases. In all five 
cases the tumour was rapidly growing and adhesions were found 
around it. The pathology of extraperitoneal development is 
obscure. It may be that adhesions are originally present around 
the ovary prior to the development of the tumour, and that they 
force the tumour to grow extraperitoneally. This suggestion, 
however, is unconvincing, and | have no evidence to show how the 
complication develops. The evst may grow extraperitoneally into 
the perinephric region, pushing the caecum or sigmoid anteriorly. 
The ureter becomes closely related to the cyst. In my cases it 
was always found on the outer aspect. Fortunately, the tumour 
can be shelled out easily, except towards its lower pole, when, 
because of its intimate relations to the blood-vessels of the broad 
ligament, particularly the branches of the uterine vessels, it is 
usually necessary to perform hysterectomy before the cyst can be 
removed. 


Calcification. 

In one case of my series caleareous nodules were demonstrated 
in the wall of the cyst. This complication is rare. From a study 
of the literature it seems that calcareous degeneration is limited 
to old-standing tumours and, therefore, is found most frequently 
in the cysts met with in elderly patients. The complication is 
more frequent in the papillary serous eystadenomata, 
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Infection, 

Infection of pseudo-mucinous cystadenomata is very rare. 
There were two cases in my series. In the first case there was an 
associated acute gonococcal salpingitis; in the second, puerperal 
sepsis and salpingitis, There was not any case of infection of a 
twisted tumour, The pathology of infection of a pseudo-mucinous 
eystadenoma depends upon associated infections of neighbouring 
viscera. It is extremely difficult to appreciate the findings ot 
Matthews Duncan? and Doran’ at the voresent day. Both these 
authors emphasized infection and suppuration of ovarian cysts, 
but these complications are extremely rare nowadays. 

In the case of gonococcal salpingitis the surface of the cyst 
was inflamed but there was not any suppuration within the loculi. 
In the puerperal case the cyst measured four inches in diameter 
and was involved in extensive suppuration of the Fallopian tube, 
and the specimen was so grossly infected that it could not be 
examined in detail. 


Impaclion in the pelvis. 

In four cases the cvstadenoma became impacted in the pelvis 
and gave rise to retention of urine, a percentage of 4.4. The 
tumours were approximately the size of the foetal head at term ; 
they were free of adhesions and it is possible that they would have 
grown out of the pelvis at a later date. The incidence of cases 
giving rise to retention of urine is higher than is generally believed. 
There was no case in which the tumour obstructed labour. 


Papillomatous forms of pseudo-mucinous cystadenoma, 

Tire subject) of papillomatous forms of pseudo-mucinous 
cystadenomata is one of considerable difficulty. Under this head- 
ing are included cases in which the papillomata are visible to the 
naked eye. It has already been pointed out that microscopical 
papillomata are common in tumours of this kind, but visible 
papillomata are rare. They were met with nine times, an incidence 
of g.g per cent. Pfannenstiel found an incidence of 5.2 per cent 
and stated that more than 50 per cent of cases were bilateral, whiie 
Stiibler and Brandess® give the figure of 27.3 per cent. In my 
series only one case was bilateral, a much lower figure. There is 
difficulty in recognizing this form of tumour, for in some cases of 
pseudo-mucinous cystadenomata small areas composed of minute 
loculi are scattered over the inner wall of the tumour, superficially 
resembling papillomata, and it is not until a microscopical examina- 
tion is made that the nature of the warty growths can be determined. 

Of the nine cases of pseudo-mucinous cystadenomata which 
possessed true papillomata, two belong to an unusual form. of 
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cystadenoma which will be considered subsequently. The other 
seven cases may be regarded as typical of this form of tumour. 
The papillomata project into loculi which are distinctly larger than 
the average. They are scanty in number, never becoming so profuse 
as in the cystadenoma serosum papillare. The papillomata have 
well-marked connective tissue cores and are covered with cells which 
are similar to the large columnar cells of the pseudo-mucinous 
cysts. In some cases the papillomata show oedema of the stroma 
and flattening of the epithelial covering identical with that seen in 
the papillary serous cystadenomata, but this appearance is un- 
common, This form of pseudo-mucinous cystadenoma is the 
type which may give rise to the surface papillomatous tumour 
which was considered under the papillary serous cysts. Another 
characteristic of tumours of this kind is that they usually arise 
in old patients, and in all the cases of this series the patients were 
past the menopause. 


Atypical papillomalous pseudo-mucinous cysladenoma, 

Although R. Mever’s classification of ovarian neoplasms is in 
most ways satisfactory, there are certain tumours which cannot 
be accurately grouped according to his scheme. Amongst the 
pseudo-mucinous tumours there is one form of papillomatous cyst 
which differs in many respects from the typical cystadenoma and 
requires separate description, 

The tumour consists of a series of spherical loculi which are 
tensely filled with pseudo-mucin and which retain a globular shape 
without distortion. The loculi are firmly matted together by thick 
fibrous tissue. The surface of the tumour is morula-like, for the 
tense globular loculi project) externally. This) appearance is 
limited in the case of Ovarian tumours, so far as my experience 
goes, to Krukenberg tumours and the type which is now being 
considered. The surface of the tumour is firm and pearly white 
in colour. Each loculus is lined by high columnar epithelium, 
which resembles fairly closely that of a typical pseudo-mucinous 
cystadenoma, but in most loculi the epithelium is imperfect: and 
the bare areas are lined by pseudo-lutein cells which are easily 
distinguished with the naked eve because of their vellow colour. 
The naked eve characters of the tumours are, therefore: the bossed 
appearance of the surface, the individuality of the large loculi, the 
presence of yellow areas in the wall, and, lastly, the papillomata 
which are found in the majority of the cysts which make up the 
tumour. 

The loculi are about one inch in diameter, but larger loculi, up 
to two or three inches in diameter, were found in one of the tumours. 
In the middle of the tumour the loculi are small and, as the result 
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of downgrowth of the epithelium, an adenomatous appearance is 
produced. The papillomata are well marked (Fig. 2), much more 
so than in the usual form of papillomatous pseudo-mucinous 
cystadenoma, and they show extreme proliferation, so that the 
covering epithelium is irregular and its cells display phagocytic 
properties. 

The epithelium of the loculi is transitional in type between the 
bare areas and the high columnar epithelium, and in many ways 
resembles that of chocolate cysts of the ovary. 

Two cases of this tumour were obtained in the series. I cannot 
find any record of similar cystadenomata in the literature, but their 
features are so distinctive that the tumours require separate 
recognition. 


Spontaneous rupture, 

There was one case in this series. The tumour was an actively 
growing cystadenoma occurring in a young woman. The wall 
of the cyst was thin, and in one small area the capsule had given 
way and the pseudo-mucin of the subjacent loculus had been dis- 
charged into the peritoneal cavity. There was no evidence of 
pseudo-myxoma_ peritonet nor were implantations of the cysta- 
denoma visible. The site of rupture was examined microscopically 
but no local cause for the rupture was found. It was concluded 
that the rupture was produced by rapid growth of the epithelial 
elements without compensatory hypertrophy of the connective 
tissues, until the pressure within the loculus caused the epithelium 
to give way. 


Pseudo-myxoma peritonei. 

There was not any case of pseudo-myxoma peritonei in this 
series. Personally | have not seen a case, but |} have examined 
specimens of two cases; one the result of carcinoma of the caecum, 
the other from a ruptured pseudo-mucinous cystadenoma. The 
literature on the subject is very extensive, and there are admirable 
reviews in the contributions of Wilson,'’  Novak,'!  Ries,'” 
Krivsky,'® and Deletrez.'*  Pseudo-myxoma_ peritonei is_ three 
times as Common in men as in women and is often associated with 
a leaking mucocele of the appendix vermiformis., The production 
of pseudo-myxomatous tissue is, therefore, not limited to the ovary. 
Similarly, in cases of pseudo-myxoma peritonei a mucocele of the 
appendix may co-exist with a pseudo-mucinous ovarian cyst. 

My material is too small to allow an expression of opinion, but 
Fairbairn’s case shows quite clearly that the surface epithelium of 
the ovary may assume a high columnar appearance and, indeed, 
be histologically identical with the epithelium of the cystadenoma, 
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The evidence seems to be in favour of the view that the ovary, the 
appendix and, perhaps, the mesothelium of the peritoneum as well, 
may all produce the secreting epithelial cells. The importance of 
this point of view is its resemblance to the views I have expressed 
on the aetiology of adenomyomata and of chocolate cysts of the 
ovary. 

Pseudo-myxoma ovarit, 

There was not any case of this condition in my series. As I 
have already stated, I collected together a small series of surface 
papillomata of the ovary. One of these cases was a surface papillo- 
matous pseudo-mucinous cyst. The surface papillomata were 
surrounded by pseudo-mucin, and the tumour could, therefore, be 
included under the term pseudo-myxoma ovarii, 

Pfannenstiel’s description of pseudo-myxoma ovarii is different 
from that indicated above. Pfannenstiel described cases of grape- 
like pseudo-mucinous cystadenomata in which the vesicles became 
confluent and lost their epithelium, so that the ovary became 
replaced almost completely by pseudo-mucinous material. I have 
not seen any such case. 


Grape-like pseudo-mucinous cystadenomala. 

I have not obtained a specimen of this form of tumour, but a 
specimen will be described under dermoid cysts in which vesicles 
were present. The tumour was a combined pseudo-mucinous 
cystadenoma and dermoid. The grape-like vesicles were thin- 
walled loculi which projected on the surface. 


Psammomatous tumours. 

These tumours are characterized by possessing calcareous 
papillomata in their walls. Psammomata are to be distinguished 
from calcareous cystadenomata because in the psammomatous 
cysts the lime salts are limited to the papillomata and to the wall 
of the cyst in the vicinity of the papillomata. The calcareous 
nodules are usually microscopical in size and first appear in the 
neighbourhood of small capillaries in the evst wall. They are also 
found in the papillomata, but here they are not necessarily related 
to vessels. “The nodules are spherical and stain deeply with haema- 
toxylin. They are non-cellular and can be regarded as deposits 
in the papillomata. They are found in proliferating papillomata 
and are not necessarily limited to old-standing tumours in elderly 
patients. Psammoma-like bodies are found most frequently in the 
cystadenoma serosum papillare, but also in ovarian carcinomata. 


They are found most frequently in cases of chocolate cysts of the 


ovary, particularly on the cortex of the ovary. 
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Co-exisling lesions in the pelvis. 

Although the pseudo-mucinous cystadenomata are bilateral in 
only 6.6 per cent, lesions of the opposite ovaty are frequently 
associated. In my series these took the form of :— 


Two cases of chocolate Cysts. 

Two cases of early ovarian fibroma. 

Two cases of early fibro-adenoma of the opposite ovary. 

Six cases of cystoma ovaril simplex serosum of the opposite 

ovary ; 
a total of 14 cases, or 15.4 per cent. 

If the six cases of bilateral tumours are included it follows that 
the Opposite ovary is pathological in 20 out of Ql cases, or 22 per 
cent. In other words it may be necessary to remove the opposite 
ovary in 22 per cent of cases. 

In six cases the uterus contained ‘ibroids which were treated 
either by myomectomy or by hysterectomy. 

The point which | wish to make is that these tumours, although 
innocent in character, are not infrequently accompanied by other 
lesions of the generative organs. For example, an incidence of 
six cases of fibroids is tar greater than would be allowed by the law 
of chance, and an incidence of 14 cases of lesions of the opposite 
ovary is manifestly grossly abnormal. The question will be dealt 
with later. It seems undoubtedly true that there is good evidence 
for the view that co-existing tumours of the female generative 
organs arise multicentrically, 

Struma ovarii. 

There was one case of this form of tumour in the series of 
360 cases, and | have included it in the the statistical hgures of the 
pseudo-mucinous cystadenomata. So far as | can tell the tumour 
has not been described in this country before. 

The tumour was first described by Gottschalk,'? who considered 
it to be a folliculoma malignum, but in 1902 Pick'® established the 
identity of its histological structure with that of thyroid adenomata. 
Pick regarded the tumour as being of the nature of a teratoma, but 
KKretschmar'® considered it to be a metastasis of thyroid tissue. 
On the other hand, Bauer'® put forward the view that the tumour 
represented a specialized form of a pseudo-mucinous cystadenoma. 
There is a good deal of confusion in the literature as to which 
tumours should be described under the name of struma ovarti. 
In the first place, some forms of pseudo-mucinous eystadenomata 
possess a structure which superticially resembles that of the thyroid, 
but the cases can easily be differentiated, as Robert Meyer first 
showed, by demonstrating iodine in the true thyroid tumours. 
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Secondly, there has been a tendency for any dermoid cyst con- 
taining thyroid tissue to be called a struma. Pick showed, in 1go2, 
that thyroid tissue was found six times in 21 cases of dermoid 
cysts, and in my cases thyroid tissue was found five times in 23 
cases of teratoid tumours. In the true struma ovaril the tumour 
consists almost entirely of thyroid tissue, and it is only very 
exceptionally, as in the case of Frank,'’ that such structures as 
bone and teeth are found, and even then the main part of the 
tumour is made up of thyroid tissue. 

The tumour is now regarded as being teratoid in type, and 
this point of view is almost universally accepted. The naked-eve 
characters are, however, more like those of pseudo-mucinous cysts, 
for the tumour consists of large vesicles and the colloid contents 
resemble pseudo-mucin. The surface of the tumour is smooth and 
it has a peculiar brown colour which at once recalls thyroid tissue 
when the nature of the tumour is suspected. The tumours are rare 
and there are probably not more than 4o authentic cases on 
record. Some of the recorded cases are very interesting. In 
Trapl’s *" case an ovarian struma was removed during the fourth 
month of pregnancy the patient aborting 10 days later. Five 
months after the operation tremors developed and the thyroid 
enlarged. In Moench’s*' case the patient had well-marked toxic 
symptoms prior to the operation. 

The question of the malignant nature of struma ovarii has given 
rise to a great deal of discussion. Kretschmar’s patient died of 
metastases, and in the next few vears after struma ovaril was first 
reported it was regarded as being malignant. This point of view 


is not held at the present day, for the tumour is usually histo- 


logically benign and most patients remain free from recurrence. 
It has been suggested that some of the cases which have been 
considered malignant were not primary growths in the ovary. 

In my case the patient was aged 34 and had borne two children. 
She had noticed tenderness in the right iliac fossa for three months 
and then developed the symptoms of a twisted ovarian cyst. The 
tumour arose from the right ovary and measured seven by four, 
by three inches. The uterus and the opposite ovary were normal, 
The patient was well six vears after the operation. 

Histologically the tumour resembles a colloid goitre. (ig. 3). 
It consists of a series of vesicles lined by low columnar epithelium. 
There was no suspicion of malignancy. 


TUMOURS OF OVULAR ORIGIN. 
Teraloid lumours. 
Under this heading are included dermoid cysts and teratomata. 
The nomenclature of these tumours is open to criticism. Dermoid 
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cysts frequently contain tissues which are derived from the hypo- 
blast and mesoblast, and the term dermoid is, therefore, inaccurate. 
Wilms suggested the use of the term embryoma, but this nomen- 
clature should be limited to tumours which have an embyronic 
structure, and the name embryoma is, therefore, more objectionable 
than the common term dermoid cyst. The tumours are teratoid in 
type, and the name, cystic teratoma, is in many ways to be preferred 
to the term dermoid cyst. In spite of this the name, cystic teratoma, 
hardly indicates the individuality of the tumour, for the tumour 
is almost invariably a cyst and its character ts clinically of less 
importance than its cystic nature. [For this reason the term tera- 
toid cyst seems to be most appropriate. On the other hand dermoid 
cysts have been known under the name for many years and it is 
unlikely that theoretical objections will cause the popular name 
to be discarded. Personally | hold the view that the term dermoid 


cyst should be continued, for the cyst has a striking individuality 


which is indicated by its naked-eve features. To use the term 
teratoid cyst approaches pedantry, and it is quite possible that 
as pathology progresses scientifically, other names will be brought 
forward. Until the pathology of tumour formation is more 
accurately established it seems unnecessary to replace an old and 
useful name by one which will not receive general acceptance and 
which is probably equally objectionable to the minds of purely 
scientific workers. 

Teratoid tumours can be grouped into two main types : 

(a) Dermoid cysts. 

(b) Solid teratomata. 

ither of these forms may become malignant; dermoid cysts 
only rarely, while solid teratomata can only rarely be considered 
to be innocent tumours. 


Dermoid cysts. 

These tumours are usually unilocular swellings with smooth 
surfaces. They seldom attain a size greater than six inches in 
diameter. They invariably contain sebaceous material and hair. 
The wall is lined, in part, by squamous epithelium which contains 
hair follicles and sebaceous glands. Teeth, bone, cartilage, 
thyroid tissue and bronchial mucous membrane are commonly 
found in the wall, 

The histology will be described in detail later, 

There were 23 teratoid tumours in) my series, and one of 
these was an innocent solid teratoma. Of the remaining 22, 
in no fewer than nine the tumour was a combined dermoid and 
pseudo-mucinous cystadenoma. The association of these two 
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tumours in the same ovar¥ is well recognized. It was particularly 
cmphasized by Pfannenstiel, but of recent vears the combined 
tumours have received but little attention. The incidence of the 
combined tumours in my series is far larger than in any previous 
contributions, The explanation that | have to offer may not seem 
convincing, but it is the only one that offers a reasonable explana- 
tion for the discrepancy. Tt is that the tumours have all been 
examined caretully. Unless large pseudo-mucinous cystadeno- 
mata are carefully incised throughout the whole of their bulk the 
presence of small dermoid tumours will be unsuspected. The 
figures that T have produced have been subjected to rigorous 
criticism, and there is not any doubt of their accuracy. 

In the statistical summary that is given below, the 22 cases have 
been grouped together. The solid teratoma is also included in 
the series, for it presented similar features to the combined tumours. 


Incidence. 


Twenty-three cases in the series of 300 cases, i.e. 7.07 per cent. 


Lge incidence. 
The youngest patient was 20, and the oldest 64. 
11-20 21-30 31-40 41-50 51-00 O1-70 
I II 2 6 2 J 
The cases can be subdivided into simple dermoid cysts and 
combined tumours (including the solid teratoma) : 


Li-20 21-30 31-40 41-50° 500) OF-70 
Simple dermoids I 3 I 6 1 


Combined tumours o Ss I O I 

The most noticeable features are :— 

1. The tendency for ovarian teratoid tumours to arise between 
the ages of 21 and 30. 

2. The incidence of the combined tumours at a young age, 


3. The important high incidence of simple dermoid cysts about 
the age of the menopause. 


Married and single patients. 
Fifteen of the patients were married; eight were sin 
Of the married patients 13 had borne children, 


gle. 
Puberty. 
In one patient puberty developed at 12; in a second patient at 


17. Otherwise, puberty had occurred normally. 


Menopause. 
Two patients were past the menopause. 
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Calamenia, 
In two cases the patients had irregular menstrual cycles. 
In one case there was menorrhagia. 
Otherwise there was not any menstrual abnormality recorded. 


Symploms. 

Pain was complained of in 16 cases... On the whole the pain 
was not severe, but this was not invariable, and in uncomplicated 
cases with small tumours severe pain was sometimes complained 
of. 

Miclurilion disturbances. There was one case of retention of 
urine due to the tumour being impacted in the pelvis. 

Swelling of the abdomen was noticed in eight cases. 


Bilateral and unilateral. 

The tumours were bilateral in four cases, i.e. 17.4 per cent 
of cases: they arose from the right ovary in 12 cases; from the left 
in seven cases. The more frequent origin from the right ovary 
is well known. 

Sise. 

The largest tumour measured 24” x 10” x 8”, but this was 

exceptional. The usual size is four to five inches in diameter, 


Torsion. 
Torsion was met with in three cases, an incidence of 13 per cent. 


Complications. 

1. There was not any case of intrahgamentary development. 

2. Uterine fibroids were found in three cases. 

3. One case was diagnosed during the patient’s pregnancy ane 
the cyst was removed, 

4. The tumours were associated with :- 

(a) .\. pseudo-mucinous cystadenoma of the opposite side in 
One Case. 

(b) \ simple serous cystoma of the opposite side in one case. 

5. There were two cases of associated salpingo-6phoritis. — In 
one case the dermoid cyst was involved in the inflammatory 
process so far as its capsule was concerned; in the other case the 
cavity contained pus as well as the sebaceous material. Both 
these patients died following operation, 

6. In nine cases the tumour was a Combined pseudo-mucinous 
evstadenoma and dermoid cyst, an incidence of 39.1 per cent of 
the teratoid tumours. 

7. In one case the tumour was a teratoma which was mainly 
solid. The tumour was interesting clinically, for it possessed the 
characters of a multilocular pseudo-mucinous cystadenoma, vet 
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an area of bony consistence could casily be palpated in the wall. 
The diagnosis of combined dermoid and pseudo-mucinous cyst- 
adenoma was made prior to operation. The tumour will be dealt 
with pathologically later. 


Morbid Anatomy. 

The tumours have smooth walls and adhesions are rarely en- 
countered, The consistence is peculiarly pultaceous and, being 
recognized by bimanual palpation, may lead to the true nature of 
the tumour being diagnosed prior to operation, The tumours 
are usually about four or five inches in diameter and are usuually 
ovoid. It is extremely rare for large tumours to develop. This 
fact is easily explained by the histology, for the tumours are rarely 
actively proliferating, 

Contents. 

Dermoid evsts always contain sebaceous material and hair. 
ven in small tumours less than one inci in diameter these con- 
stituents can be recognized, 


Balls. 

The sebaceous material mav be collected together in the form 
of balls. This was seen in one of my cases. The condition was 
first. described by Rokitansky, and the aetiology of the ball 
formation is very obscure. The balls are usually very numerous 
and as many as 1,000 have been counted in a dermoid cyst. 
Plenz suggested in tor2 that they were formed by mechanical 
action in sebaceous material which had previously undergone 
saponification, Filatowa, in 1921, found that the balls consisted 
of fat droplets together with a cement-like substance which was 
soluble in ether. The aetiology ts very obscure, for the ball 
formation must depend not only upon mechanical action but also 
upon chemical changes in the sebaceous material, 


Hair. 


Hair is invariably found in) dermoid cysts of the ovary. 


Usually it is attached to the evst wall, but sometimes it lies tree 


in the cavity of the evst. | have never found reason to believe 
that the hair changes to grev in old patients as Bland-Sutton has 
maintained. 


Wall. 

Dermoid cysts are almost invariably unilocular in) the simple 
form. In early specimens more than one loculus is frequently 
seen, though squamous epithelium is limited to only one of these. 
As is well known, the inner surface is irregular through the 
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presence of a ‘focus’? of ‘embryonic node,’’ from which the hairs 
project and in which teeth are frequently found. [| have never 
seen a dermoid cyst in which the whole wall was studded with 
hair follicles, The limitation of the ectodermal tissues to a local 
area of the wall is one of the main features of the wall of dermoid 
cysts. Elsewhere the wall is smooth and is lined either by endo- 
thelium, high columnar epithelium or transitional epithelium. 
The production of hair follicles and sebaceous glands is essentially 
a local peculiarity of the “embryonic area.’’ In this area the 
main activity of the tumour is displaved. Hair follicles and 
sebaceous glands are always present. In old tumours the wall 
becomes very degenerate, the squamous epithelium breaks up and 
the hair follicles and sebaceous glands disintegrate. There is 
extreme infiltration with Ivmphocytes, megaloblasts, and pseudo- 
xanthome cells, and the identification of the ectodermal nature of 
the cyst wall becomes a matter of very considerable difficulty. 


The embrvonic area contains numerous ectodermal tissues. 


Salivary glands are very frequent: bronchial mucous membrane, 


tracheal mucous membrane, and teeth are not uncommon. Thyroid 
tissue was found in five cases, i.e. about 20 per cent of cases. 
Nerve tissue is rarely seen, | have seen nerve tissue and glia 
only in very early specimens. Similarly, ependvma is seen only 
in very early forms. Of the mesodermal tissues cartilage is 
usually of the bronchial type; bone is very rarely seen, while fat 
and unstriped muscle tissue are commonly present. Entodermal 
tissues are relatively rarely seen, | have not had any case in which 
pancreas or liver tissue could be demonstrated and even to find 
intestinal mucous membrane is extremely rare. 


Multiple dermoid cysts. 

As many as ts dermoid cvsts have been described in’ the 
same ovary and there are many cases of multiple dermoid evsts on 
record, There was not any such case in my series. On the other 
hand, it is sometimes extremely difficult to distinguish between 1 
combined dermoid and pseudo-mucinous cystadenoma anda 
multiple dermoid tumour. In two of my cases it was necessary 
to make a careful histological examination before the precise 
nature of the tumour could be recognized. 

Multilocular dermoid cysts. 

A simple dermoid evst is unilocular, but there are all grada- 
tions between such a simple tumour and the combined tumours 
which T wish to emphasize. In the region of the embryonic area 


of simple dermoid evsts small evsts are not uncommon, These 
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cysts are usually small and of the order of a quarter of an inch in 
diameter. When examined histologically they are found to be 
lined either by endothelium or by columnar epithelium. [Even in 
these relatively simple tumours the parallel to the primitive loculi 
of early pseudo-mucinous cystadenomata is very obvious, althougti 
definite proof of the presence of an early combined tumour may 
be lacking. With small combined tumours the cyst ts of its 
nature multilocular, But the simple inactive dermoid cyst is 
typically unilocular except: for the small evsts which [have 
indicated above. 

Metastatic dermoid cysts. 

There was not any case of metastatic dermoid cyst in my 
series. This complication is well known and it consists of the 
presence of co-existing dermoid cysts either in the mesentery or 
adherent to the viscera of the iliac fossa. The condition must be 
differentiated from parasitic dermoid cysts which have been des- 
cribed by Miles Phillips*? and recently by Gemmell, in which an 
ovarian cyst obtains a new attachment to the abdominal viscera. 
The aetiology of metastatic dermoids is usually attributed to 
implantation of the contents of a ruptured dermoid cyst of the 
ovary, for the metastatic dermoid evsts are small) and are 
associated with ovarian dermoid cysts. 

Extra ovarian dermoid cysls. 

Although typical dermoid cysts are usually limited to the 
ovary they may be found elsewhere in the body. The distribution 
is of considerable academic interest, for it has some bearing upon 
the aetiology of the tumours. The usual site is the retro-peritoneal 
tissues of the lumbar region, and the presence here of dermoid 
cysts can be explained on the supposition that the tumours arise 
from) ovarian remnants. The dermoid cysts arising in this 
situation are invariably cystic growths. The tumours are also 
found in the mesentery,  Hlouzel,?* in 1git, collected 17 


7 such 
cases and pointed out that the majority—16 out of 17 


arose in 
females and. that they were frequently associated with ovarian 


dermoid cysts. Another common site is the utero-vesical septum. 
The tumours have also been described in the broad ligaments and 
in the para-sacral tissues, and | have seen a case in which the 
dermoid cyst arose in the recto-vaginal septum. 


Infection and suppuralion in dermoid cysts, 

This complication is not so frequent in dermoid cysts as the 
writings of the older authors would lead one to believe. It is not 
usual to have difficulty in’ distinguishing between pus and the 
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sebaceous contents of a dermoid cyst, and it is extremely im- 
probable that suppurating dermoid eysts are not recognized at the 
present dav. In my series of cases there were two cases of in- 
fected dermoid cysts, and the origin of the infection was clearly 
shown to be an inflamed Fallopian tube in each of the cases. 
There is, however, good evidence that dermoid cysts become 
infected in generalized infections such as typhoid fever, for there 
is a fair number of such cases recorded in the literature. It is 
possible that this fact explains the frequent meniion of suppurat- 
ing dermoid cysts in the older literature. 


Malignant changes in dermoid cysts. 

There was not any such case in my series. | have personally 
examined one case in which a round-celled sarcoma developed in 
the wall of a dermoid evst. The following account is derived 
from the literature and from well-known specimens and cases. 
The subject: has been analysed by Williamson and Barris,*! 
isenstaedter,?? and Kromer.** In 1g21 Eisenstaedter could find 
only 60 cases on record, but recently Kromer and Stiibler and 
Brandess* have shown that the incidence is higher—three per cent 
(Kromer) and 4.5 per cent (Stiibler and Brandess’), The usual 
malignant change is for a squamous-celled carcinoma to arise 
from epidermal tissues of the dermoid cyst, but mammary 
carcinomata and malignant thyroid tumours have also been des- 
cribed. Sarcomata are rare. A dermoid cyst may be infiltrated 
by a mahgnant growth artsing in some other structure, ora 
dermoid cyst and a carcinoma may be coincident in the same 
ovary. Malignant changes arising in the wall of pre-existing 
dermoid cysts are probably not met with frequently. It is doubtful 
if the ineidence is as high in this country as the statistics of 
Kromer and of Stibler and Brandess would lead one to believe. 


Combined dermoid cysts and cystadenomata, 
There were nine cases of this form of tumour in my_ series. 


The high incidence, 39 per cent, is not generally admitted, Most 


dermoid cysts are difheult to examine carefully, for the sebaceous 
contents cannot easily be removed and it is quite likely that 
the combined tumours are sometimes not recognized as such. 
Similar remarks apply to the examination of pseudo-mucinous 
cystadenomata, 

In the combined tumours the dermoid cyst) was always 
associated with a pseudo-mucinous evstadenoma. Serous cysto- 
mata, whether simple or papillary, were not met with. This facet 
has an important bearing upon the aetiology of the tumours, 
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The combined tumours may form large swellings, and I have 
seen a large pseudo-mucinous cystadenoma, approximately 18 
inches in diameter, in which a dermoid cyst could be recognized. 
On the whole, the combined tumours are larger than simple 
dermoid cysts. The difference is invariably due to the cystadeno- 
matous part of the tumour, which may attain a very large size. 
The structure of the pseudo-mucinous cystadenomatous portion 
of the tumour is characteristic of these cysts. I have never found 
any gross abnormality, but the following peculiarities were 
observed :- 


1. The eystadenomatous portion of the tumour was very active 
and led to the production of a grape-like appearance over part of 
its surface, This is the only example | have seen of a grape-like 
cystadenoma of the ovary. 

2. The majority of the tumours were actively growing. 

3. ‘As LT have already shown, the majority of tumours devel- 
oped in women before the age of 30. 

The first question to decide was whether the tumours consisted 
of a dermoid cyst and a pseudo-mucinous cystadenoma which 
developed simultaneously, vet independently, in the same ovary 
or whether the tumour was a true combined tumour. 

For this purpose a series of small dermoid cysts, which will 
be described later, must be referred to. ‘The tumours were small, 
of the order of one inch to two inches in diameter. An examina- 
tion of them enabled proof to be obtained that dermoid cysts have 
a characteristic well-differentiated capsule. 

There is always a line of demarcation between the dermoid 
evst and the normal ovarian tissue. The latter ts laminated near 
the evst wall, and intervening between the lining epithelium and 
the laminated ovarian tissue is a fibrous tissue capsule with its 
cells arranged circularly. The characteristic fibrous capsule is 
present in all cases of ovarian dermoid cvsts. 

In the combined tumours the capsule was never demonstrated 
in the space between the dermoid cyst and the cystadenomatous 
portion of the tumour, It was therefore concluded that the 
dermoid cyst and the cystadenoma formed part of an original 
tumour and that they did not arise independently. 

In all the nine tumours the dermoid part of the combined 
tumour consisted of a single loculus. There was not any case 
of multiple dermoid cysts scattered) through the cystadenoma. 


Moreover, the dermoid cyst was invariably on the surface of the 


tumour. It was never found in the middle of the combined 
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tumour. The characteristic feature of these tumours is the pres- 
ence of a single loculus which has all the appearances of a 
dermoid evst limited to an area near the surface. 

There was no line of separation between the dermoid cyst and 
the cystadenoma when the tumours were examined histologically. 
The dermoid cyst formed part of the tumour and similar con- 
nective tissues to those between adjacent loculi of the pseudo- 
mucinous cystadenomatous portion intervened between the der- 
moid and cystadenomatous portion of the tumour. There was, 
however, distortion of the loculi immediately adjacent to the 
dermoid, because the outer wall of the latter was) frequently 
irregular, 

The dermoid areas in the combined tumours showed a typical 
appearance, and an abnormal structure was not observed in any 
of the cases. 

The high incidence of nine combined tumours in 23 cases of 
ovarian teratomata is not without significance. It indicates that 
there must be some association between dermoid cysts and 
pseudo-mucinous cystadenomata, The origin of the two forms of 
tumour must be related. The tumours of my series can be ex- 
piained by supposing that one area of a dermoid cyst differen- 
tiated itself into a cystadenoma. There does not seem to be any 
alternative to this suggestion from the facts that I have put 
forward. As a corollary it follows that) pseudo-mucinous cvst- 
adenomata have the same origin as dermoid cysts. This question 
will be dealt with later. 

Solid teratoma. 

There was one case of solid teratoma of the ovary in the series 
of 23 teratoid tumours. .\ diagnosis of combined dermoid cyst 
and pseudo-mucinous cystadenoma was made prior to Operation, 
for a hard bony area could be palpated in the wall of a tumour 


which had the characters of a tense pseudo-mucinous cystadenoma, 


The tumour measured nine inches in diameter and consisted of 4 
trabeculated solid) material with a few loculi which contained 
mucinous material. 

The tumours are very rare, “They arise typically in) voung 
patients my patient was 29. Neuhauser found that of 33 cases, 
31 arose in patients under the age of 31 and five of them devel- 
oped in patients under the age of 15. The tumours have been 
described by Williamson and there ts a very extensive Continental 
literature. \part from the one tumour of my series [have 
examined three other specimens from the St. Bartholomew's 
Hospital Museum, and the account that is given below is taken 
from the examination of all four tumours, 
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The cut surface of the tumour is very typical. The solid area 
forms the greater part of the tumour and it is peculiarly trabecu- 
lated, being studded with small evstic spaces. Almost invariably 
large loculi are found beneath the capsule, and typically the solid 
area is attached to one pole, recalling the embryonic area of 4 
dermoid cyst. The solid area contains cartilage and bone and 
there is hair and sebaceous material in the cystic spaces. My 
experience is that the hair projects from the surface of the solid 
area into a large loculus. From an examination of the four speci- 
mens | also conclude that the solid teratoma of the ovary can be 
described as a dermoid evst in which the embrvonic area has 
undergone extreme development and has led to the production of 
the large solid portion of the growth. Other forms can be ex- 
plained by supposing that a similar change developed in a com- 
bined dermoid cyst and pseudo-mucinous evstadenoma., These 
are the conclusions | have reached from the examination of the 
four specimens. These views, however, are not in) agreement 
with those which are usually held and they are not put forward 
with any confidence, as the series of specimens which | have 
examined is small, 

The solid area of the tumour contains bone, cartilage, plain 
muscle, cerebral tissue, glia, pia mater, parotid tissue, bronchial 
mucous membrane and cartilage, intestinal mucous membrane, 
hair follicles and sebaceous glands. The arrangement is abso- 
lutely conglomerate; there is neither any order nor any arrange- 
ment. In one specimen the loculi near the surface of the tumour 
were identical with those of a pseudo-mucinous cvstadenoma, 


Malignancy. 

It is usually accepted that the majority of solid teratomata of 
the ovary are malignant, Statistical figures are small, for the 
number of solid teratomata of the ovary which have ever been 
described is under too. The most accurate statistics are those 
of Kromer and of Neuhiuser. The figures of these authors show 


that only 25 per cent of cases survive more than four vears. 
Malignant changes could be demonstrated in two of my cases. 
They consisted of sarcomatous changes in embryonic connective 
tissues in the tumours. Such malignant cases develop metastases 
in the peritoneum, kidnevs, brain, and liver. 


The malignant teratomata are well recognized, but insufficient 
attention has been paid to the innocent solid teratomata of the 
ovary. Two of the series of four cases were innocent tumours 
and one patient was alive five vears after the removal of the 
tumour, Such tumours are histologically innocent and they are 
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extremely important, for they represent intermediate stages be- 
tween innocent dermoid cysts and the malignant teratomata. 


Treatment of ovarian teratomata. 

The treatment of dermoid cysts of the ovary calls for little 
comment. Ovariotomy is always indicated in such cases. Three 
of the patients died as the result of the operation. This mortality 
is probably much above the average. In two of these patients the 
cyst was infected and was adherent to surrounding structures, 
and general peritonitis developed in) both cases in’ spite of 
abdominal drainage. This complication can be attributed to 
damage to the bowel wall during the breaking down of adhesions. 

The treatment of solid teratomata is more difficult. It is 
doubtful if anvone has sufficient experience to formulate rules. 
Probably ovariotomy followed by X-ray treatment is the best 
procedure to adopt if the tumour is found to be histologically 
malignant. 


Ovarian teralomata with rudimentary foelus in the wall. 

There was no case of this type in the series of 23 cases. This 
form of tumour is extremely interesting and is very difficult to 
explain. Usually some part of the hind limbs and genital organs 
are represented in the wall either of a dermoid cyst or a combined 
tumour. The tumours are extremely rare and only a few cases 


are on record. They can be roughly explained by assuming a 


regular proliferation of the tissues of the embryonic area of a 
dermoid cyst or combined tumour, They will be referred to later 
when the aetiology of dermoid evsts is being considered. 


FIMBRIAL CYSTS. 

These tumours have been considered under the definition 
ovarian cysts because, largely owing to the work of Keith ond of 
Doran, they are considered to develop from ovarian remains in 
the broad ligament. The ovarian tissue is considered to represent 
the remnant of that portion of the genital ridge which was 
originally related to the pronephros. The tumours have well- 
defined anatomical relations. They jie within the layers of the 
broad ligament and, when well developed, are easily recognized, 
because the Fallopian tube and the ovarian fimbria are stretched 
out over their upper surface. Because of the intimate relation to 
the ovarian fimbria, the term fimbrial cyst is used instead of the 
old term parovarian evst. 

There were 16 cases in the series of 300 tumours, an incidence 


of 5.3 per cent, 
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Age. 

The youngest patient was iy, the eldest 68. 

10-20 21-30) 31-40 41-50 51-60 O1-7O 
I | 3 2 I 2 

The maximum incidence is therefore between the ages of 2: 
and 30. 

Kight of the patients were married, and of these two were 
sterile. Eight patients were single. It follows that the tumours 
tend to arise in single patients and that the maximum incidence 
is between the ages of 20 and 30. 

Two patients only were past the menopause: the rest were in 
the child-bearing period of life. 

Puberty occurred normally in al! 16 cases. 

Menstrual disturbances were present in two cases: in these 
the menstrual cycle was longer than normal. .\ frequent symp- 
tom was small loss during the menstrual periods. 

Pain. 

Pain was complained of by 10 patients: but in six of these 
the tumour had undergone torsion. If these cases are excluded 
it follows that only 25 per cent of patients suffer from pain. 
Swelling of the abdomen. 

Swelling of the abdomen was complained of by five patients. 
Micturition symptoms. 

In only one case were micturition symptoms complained ot, 
and in this case the patient also suffered from prolapse. Difficulty 
of micturition was the symptom in question, 

Bilaleral and unilateral. 

The tumours were bilateral in only one case, i.e. 6.25 per cent. 
They arose on the right side in nine cases, on the left side in five 
cases. 

Loculi. 

There was not any case of a multilocular swelling, but the 
cysts frequently contained septa. 
Torsion. 

In six cases the evst had undergone torsion, a percentage of 
37.5. This percentage is higher than in any form of ovarian cyst. 
Fibroids, 

In one case the uterus contained fibroids. 

Papillomata. 

In two cases the cyst contained papillomata, The papillomate 
are histologically identical with those of the cystadenoma ovatrii 
papillare. 
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Sise. 
The largest tumour measured 12 inches in diameter. 


Fimbrial cysts: general covsideralions, 

Fimbrial cvsts have been dealt with admirably by Keith and 
Doran, and few additions have been made to these classical 
descriptions. “The tumours differ from the distension evst of the 
Wolffian remnant of the broad ligament, because of the size they 
may attain and because of their peculiar anatomical relations. 
They are not distension cysts, but true neoplasms, for the lining 
epithelium is either cubical or columnar and the incidence of 
papillomata in) the wall absolutely excludes an origin) from 
Wolffian remains. 

The lining epithelium is cubical or columnar, though in some 
areas it may be flattened. The wall is composed of fibrous 
tissue. The papillomata are absolutely identical with those of the 
cystadenoma ovari papillare. The contents consist of clear 
serous fluid, but sometimes pseudo-mucin can be demonstrated in 
the fluid. 

The idea of the origin of the tumours from ovarian remains 
in the outer part of the broad ligament has much in its favour. 
The great characteristic of the tumours is their similarity to the 
serous cystomata and the papillary serous cystadenomata of the 
ovary in their morbid anatomy. This similarity is very striking 
both macroscopically and histologically. One cannot deny some 
association between the two. 

Clinically, the tumours are infrequently associated with symp- 
toms. ‘The incidence of torsion is higher than with ovarian cysts, 
and this fact is clearly related to the site of development, for the 
lateral part of the broad ligament in the vicinity of the origin of 
the tumours has a considerable degree of mobility, and in conse- 
quence a fimbrial evst has a longer pedicle than an ovarian cyst. 
The tumours are easily recognized at operation, because they are 
separate from the ovary and because the Fallopian tube and the 
ovarian fimbria are stretched out over their surfaces, As the 
tumours are extra-peritoneal, two systems of vessels can also be 
seen in their walls: that belonging to the peritoneum and_ that 
Iving in the wall of the cyst. 

Trealment, 

The treatment is surgical and consists in removal of the evst. 
There is not any evidence that the tumours ever become malignant 
and simple removal is all that is necessary. In uncomplicated 
cases the most satisfactory method is to incise the peritoneum 


over the surtace of the tumour a bloodless area being chosen 
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and then to tap the cyst. .\fter evacuation of the contents the 
cut edges of the cvst wall are grasped with forceps and the sac 
stripped away trom the surrounding tissues with gauze. The sac 
comes away with remarkable ease. .\ few bleeding points remain, 
Which are dealt with, and then the hole in the peritoneum is 
repaired with catgut. The patient is then left with an uninjured 
Fallopian tube and ovary. 


This method of treatment has not received general recognition. 
It is based upon the following principles : 


1. Phe tumours are invariably innocent. 

2. The Fallopian tube and ovary are conserved. 

3. There is not any damage to the blood-supply either of the 
Fallopian tube or the ovary. 

4. The tumours frequently arise in young women, in whom 
every effort should be made to conserve the Fallopian tube and 
Ovary. 

5. The operation can be carried out with extreme ease. 

The cyst can be dissected out of its bed without previous 
tapping, but it is much simpler to tap first. 

With twisted tumours this method of treatment is quite in- 
applicable. In such cases the Fallopian tube must be removed. 
Usually the ovary can be conserved, but this is not invariable. 
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ILLUSTRATIONS. 
lic. 1. Degeneration in a Pseudo-mucinous Cystadenoma. 

Two typical loculi can be seen in the left part of the photograph, the 
lower showing small papillae. The loculi which lie to the right are 
degenerate, and their outline is represented by the remains of the basc- 
ment membrane of the epithelial cells. The latter have lost their regular 
shape and have been displaced into the lumen of the loculus, There is 
much cellular infiltration and macrophages can be distinguished under 
higher magnifications. 


Fic. 2. Atypical Papillomatous Pseudo-mucinous Cystadenoma., 

The papillomata are unlike those of a serous papillary cystadenoma, 
for they are less orderly and have a more compact core. The epithelial 
cells are columnar and are similar to those of cystadenoma pseudo- 
mucinosum, To the left and below are loculi which correspond with those 
of cystadenoma pseudo-mucinosum., 


BG. 3. Struma Ovarit. 
The tissue consists of a series of vesicles distended with colloid. The 
lining cells are low and differ completely from those of a cystadenoma 
pseudo-mucinosum, The structure is similar to that of a thyroid adenoma. 


(To be continued) 
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Anaemias of Pregnancy. 


By Lione, E. H. Wuirsy, C.V.0O., M.C., M.A., M.D., B.Ch. 
(Cantab.), M.R.C.P. (Lond.), D.P.IL. 


Assistant Pathologist, The Middlesex Hospital, and Pathologist, 
Hampstead Hospilal for Children. 


Ix that it is essential to supply a growing foetus with large 
quantities of maternal iron one would expect some degree 0! 
anaemia to be a common feature of pregnancy. Mackay (1931), 
in a comprehensive study of the nutritional anaemias of infaney, 
has ably summarized the literature proving the extent of, and the 
necessity for, foetal storage of large quantities of maternal iron. 
Briefly, the facts are as follows: In 188y, Bunge showed that the 
mineral content of the milk of a dog was identical with the 
mineral content of the body of a young dog, with the single 
exception of iron, which, in the body of the voung dog, was six 
times as concentrated as in the milk of the mother. .\bderhalden 
(1898) showed similar results for voung rabbits. Bunge (1892) 
also demonstrated that the iron content of voung mammals is 
highest at birth, that it progressively diminishes during the milk- 
feeding period, that it does not increase again until the anima! 
takes mixed food, and that, weight for weight, there is five times 
more iron in the liver of the newborn than in the liver of adult 
animals. This immense store of iron, necessary to compensate 
for the poor iron content of the food during the milk-feeding 
period, can be derived only from the mother during pregnancy. 
The investigations of Tlugouneng (18go) on the human foetus 
showed that two-thirds of the tron present in the foetal body at 
term was laid down in the last three months of intra-uterine lite. 
The clinical significance of this important fact will be discussed 
later when commenting on the four cases of ‘The Severe Anaemia 
of Pregnancy”? here reported, as well as on the literature of the 
disease. In view of these experimental facts there can be no 
doubt that a maternal diet should be rich in iron, and it is almos: 
equally certain that in this the diet of mothers of the hospital class 
is extremely deficient. “The majority of pregnant women tolerate 
the loss of iron without urgent svmptoms. Indeed there is but 
little complaint save for a feeling of lassitude or fatigue, which is 
attributed to pregnancy in the general sense. Tt is remarkable 
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that many women with severe anaemia may go to term and not 


reveal their anaemia until they collapse from it when their trial 
is over. It is therefore not surprising that the iron requirements 
of a mother do not receive much consideration, or, that only 
those women whose anaemia is obvious by symptom or appear- 


ance are ever submitted io a blood examination. One object in 
reporting these four cases of severe anaemia of pregnancy is to 
advocate that occasional haematological examinations should be 
an integral part of good antenatal work, and especially at, or 
about, the seventh month. .\ simple examination of haemoglobin 
and red cells is all that is usually required—an examination 
occupying but a few minutes. Such supervision would tend to 
minimize some of the discomforts of pregnancy, indicating when 
iron could be advantageously administered and, at the same 
time, would serve to identify the rare but dangerous severe 
anaemias—cases which, if not. diagnosed early, may sometimes 
terminate in an unnecessary fatality. Anaemia of itself severe 
enough to be an alarming symptom is, in this country, so rare a 
complication of pregnancy that the subject has been little studied. 
But apart from an exact study of the condition, the nomenclature 
of the clinical aspect of anaemia in pregnancy has been extremely 
confused owing to some writers laving stress on the clinical state 
and others on the haematological picture or laboratory findings. 
It may not, therefore, be out of place to comment on the 
classification of the severe anaemias of pregnancy and to attempt 
a review correlating the various descriptive names. 

Osler (tgtg) made a classification, on clinical grounds, of the 
severe anaemias occurring during pregnancy and the puerperium : 
(i) Anaemia fron: post-partum haemorrhage, (2) the severe 
anaemia of pregnancy, (3) post-partum anaemia, (4) the severe 
anaemia of post-partum sepsis. This classification neglects the 
anaemias due to ante-partum haemorrhage or to constitutional 
conditions such as nephritis, but it at least draws attention to the 
severe form of pregnancy anaemia first described by Channing 
(1842), even though it makes no attempt to explain the essential 
pathology of a condition which, despite improved methods of 
treatment, is but litthke understood even at the present day. It is 
quite evident from a literary study that a post-partum anaemia 
which is not due to gross sepsis is the same disease as the severe 
anaemia of pregnancy.  Osler’s classification definitely avoids 
such misleading synonyms as ‘Haemolyvtic Anaemia of Preg- 
naney’? and ‘Pernicious \naemia of Pregnaney,’’ synonyms for 
which the reason is self-evident from a study of the disease but 
of which the evervday use is to be deprecated as tending to 
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emphasize pathological processes or superficial resemblances 
which are by no means constant. It is the object of this paper to 
attempt to link Osler’s ‘Severe Anaemia of Pregnancy’? with 
the minor forms of iron deficiency anaemia which Lyon (1929) 
has shown to be present in over 30 per cent of pregnant patients 
of the hospital class. When discussing severe anaemia in relation 
to pregnancy one can, for practical purposes, disregard such 
rarities aS a primary anaemia, Addisonian pernicious anaemia 


or splenic anaemia, complicated by a superimposed pregnancy. 


The age incidence of Addisonian pernicious anaemia is such that 
the subjects of it have usually either borne their children or are 
incapable of bearing more, Cases such as the two mentioned by 
Finley (1918) do not bear critical analysis. 

Ample literature is available for a study of the severe anaemia 
of pregnancy in regard to incidence, clinical aspect, haemato- 
logical types, laboratory findings, suggested aetiological factors 
and treatment, 
licidence. 

During the past decade the prevalence of the disease in India 
has been emphasized by MeSwiney (1927), who studied 43 cases 
and found that it occurred in 1.7 per cent of all pregnancies; by 
Balfour (1927), who reported 150 cases; by Wills and Mehta 
(1930), who reviewed 50 cases; and by Mitra (1931), who investi- 
gated 86 cases occurring in the course of 1,853 labours during a 
period of four vears. In temperate climates the disease is very 
much rarer. Bardy (1924) reviews 68 cases occurring during a 
period of 35 vears and collected from the literature of Europe 
and America; Esch (1921) collected 23 cases from the Germat 
literature of the previous 20 vears and has wriiten two other 
papers on the subject (1917, 1926); Beckmann (1921) reports on 
Six cases occurring in 60,000 labours; Evans (1929) describes two 
cases, but he was unable to find a single case complicating 4,083 
labours at Queen Charloite’s Hospital during a period of two 
vears; Larrabee (1925), in) America, discusses 17) cases, and 
Smith (1925), in the same country, reports cight cases. 

Clinical aspect. 

It is usual for pregnancy to proceed in a normal manner with 
the patient becoming gradually more pale or exhibiting a slightly 
jaundiced appearance. Serious symptoms of anaemia such as 
fainting, collapse, oedema, albuminuria, or obvious excessive 
paleness, appear most commonly and with great suddenness 
between the sixth and eighth months of pregnaney. This im- 


portant clinical fact is well seen in my Cases 1 and 2; it has 
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been emphasized by Baltour, .\Vubertin (1g24), and Mitra, and it 
becomes even more obvious when one reads the case reports of 
Larrabee, Deschamps and Froyez (1928), Evans, and many 
others. I have aiready emphasized that it is during the last three 
months of pregnancy that the iron requirements of the foetus are 
maximal and the strain on maternal iron metabolism is at its 
highest. It is, therefore, rational to conclude that the maternal 
distress is the result of the pregnancy, On the other hand, many 
patients survive the pregnancy without alarming symptoms but 
collapse when delivery is over. Others have a normal delivery 
but fail to recover from it in a normal manner, and it is then that 
their gross anaemia is discovered. Cases of this type are 
exampled by the history of my own Case 2, by the reports of 
Allan (1928) and of Peterson, Field and Morgan (1930). These 
cases correspond with Osler’s “Severe anaemia of the puer- 
perium,’’ but they definitely date from the pregnancy. A point 
of considerable importance is the question of recurrence in future 
pregnancies. On this there appears to be considerable disagree- 
ment. The Indian literature gives the impression that the disease 
is one confined to primiparae and that it does not recur in future 
pregnancies. Larrabee, .\llan, Peterson, Field, and Morgan do 
not consider that future pregnancies are dangerous. On the other 
hand, my own Cases 1 and 2 are striking examples of the recur- 
rence of one tvpe of the disease in successive pregnancies ; Evans 
says that the anaemia, once established, tends to recur in later 
pregnancies at an earlier date and to grow more severe with each 
successive pregnancy ; cases showing a recurrence in) successive 
pregnancies are also described by Vermelin and Vigneul (1923), 
Gallupe and O’Hara (1924), Reist (1926), Murdock (1927), and 
Allan; indeed, a critical review of the literature of temperate 
climates shows that the majority of cases have occurred in multi- 
parae and that if the anaemia is of the so-called ‘pernicious’? or 
‘haemolytic’ type it does recur, 

Other important clinical features are) premature labour and 
fever. Premature labour is usual if the disease is unrecognized 
and untreated. Fever, as in all anaemic patients, is very common 
and may be the result of mild sepsis, but is more often the result 
of the anaemia per se. Fever in a pregnant patient with oedema 
and albuminuria may lead to an erroneous diagnosis of nephritis ; 
fever in the puerperium may be extremely misleading, and 
especially as the severe anaemia is usually accompanied by leuco- 
cytosis, Coma from anaemia when associated with albuminuria 
sometimes suggests a toxaemia of pregnancy. Retinal haemor- 
rhages have been described by Hoskin and Ceiriog-Cadle (1927), 
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and are stated by Cornell (1927) to be quite common. The 
glossitis and cord changes of .\ddisonian pernicious anaemia are 
practically never present. Gastro-intestinal disturbances are said 


to be common, but they have not been present in my own cases. 


Haematological types. 


It may be emphasized at the outset that there is no clear-cut 
haematological type, but that the type which has been given most 
prominence in the literature 1s that in which there is a resemblance 
to the blood picture of Addisonian pernicious anaemia, that is, a 
severe anaemia with a high colour index and with megalocytosis. 
The megalocytosis, however, is not usually very marked, and ts 
not often comparable to that found in a case of Addisonian 
pernicious anaemia of equal severity, though Hampson and Shackle 
(1924) report a case with a Price Jones’ curve similar to that of 
Addisonian pernicious anaemia, and Witts (1932) quotes some 
others. It is this haematological aspect which has given rise to 
the term “‘Pernicious Anaemia of Pregnancy,”’ but the disease 
has no resemblance to Addisonian pernicious anaemia in other 
important features or in prognosis. The majority of the Indian 
cases appear to be of the pernicious type, though De (1930) states 
that in Bengal nearly all are of “‘secondary”’ type. But by no 
means all cases have pernicious features. Seven out of Larrabee’s 
17 cases were of secondary or chlorotic (microeytic) type, that is, 
a severe anaemia with a low colour index and with no megalo- 
cytosis. Strauss (1930) describes three cases of what he calls the 
“chlorotic anaemia of pregnancy.”’ It is interesting to note 
that Strauss’s three cases all had achylia gastrica, whereas the 
three cases reported by Peterson, Field, and Morgan, which had 
counts of pernicious type, all had free hydrochloric acid in the 
gastric juice. 

Cases with a definite aplastic count have been reported by 
Larrabee —a patient who died in spite of energetic treatment—and 
by Jungmann (1914). It is my own opinion that hypoplasia—of 
which aplasia is but an extension is the commonest character- 
istic feature of the pernicious type, and undoubtedly so in’ those 
who have difficulty in making a rapid recovery. 

Larrabee describes one case of pregnancy anaemia with a very 
unusual blood picture ; from the fact that the red cells were unduly 
fragile and that splenectomy eventually cured the condition it is 
fair to infer that the case was one of acholuric jaundice. 


One may summarize the haematological types as follows ; 
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High colour index with definite 
Plastic megalocytosis and signs of 
| blood regeneration. 
Pernicions Type: : High colour index and slight 
Hypoplastic megalocytosis or normocyto- 
| Aplastic sis and no evidence of blood 
| regeneration. 


Iron Deficient or Chlorotic Type: Low colour index and no mega- 
locytosis. 


Atypical : Dependent on primary blood 
disease. 
I shall hereafter refer to the pernicious type according to the 
grade of plasticity. 


Other laboratory findings. 

Achlorhydria, constant in .\ddisonian pernicious anaemia, is 
so frankly merely incidental in severe anaemia of pregnancy that 
it may be excluded as anything more than a contributory agent 
in individual cases. Wiitts (1932) summarizes the test meal find- 
ings in 14. cases. Haemolvsis, as evidenced by the Van den Bergh 
reaction, is generally absent, though Witts (1932) states definitely 
that in acute cases the indirect Van den Bergh reaction is positive, 
and quotes Filo as determining that there is a marked excretion 
of urobilin in the faeces and urine. The general absence of signs 
of haemolysis should not only exclude the use of the term 
“haemolytic anaemia of pregnancy,’’ but should also” throw 
doubt on any suggestion that the condition is due to a maternal 
or other haemolvsin, Syphilis should be excluded. Infection 
with malaria or with intestinal parasites is important in patients 
from the tropics. 


Prognosis. 

The prognosis both for mother and child has been very greatly 
improved of recent vears owing to the development of blood 
transfusion and liver therapy. Many of the children are some- 
what feeble, but there is a reasonable prospect of a living child. 
Cases which occur in) good social surroundings and which are 
treated early and energetically can. sately be allowed to go to 
term. The wretched social conditions of India and the inability 
to provide native patients with expensive and troublesome treat- 
ment, as well as the difficulty of making natives carry out 
treatment in a consistent manner, must account for the high 
mortality which is prevalent there (a mortality. of 42 per cent ts 





Anaemias of Pregnancy 


quoted by Balfour as occurring in 150 cases). Some cases are 
quite symptomless and uncomplaining until they suddenly coi- 
lapse and rapidly become moribund. These are sometimes 
beyond the help even of transfusion, but not necessarily so. 
Devraigne and Laennec (1g28) report such a case and there are 
many others in the literature; one is described by Macleod and 
Wilson (1932) in a recent journal. Sepsis and septic focci consider- 
ably retard recovery. In the plastic tvpe of case recovery usually 
begins with the birth of the child, and many patients, though 
severely anaemic, have recovered spontaneously without treatment 
once delivery was over. Evidence that this favourable termina- 
tion will probably happen is supplied by evidences of plasticity, 
or blood regeneration, in the antenatal and post-natal blood 
counts, i.e. there should be nucleated and polychromatic cells in 
the antenatal counts and a definite reticulocyte crisis afte: 


delivery. In the hypoplastic type complete recovery may, how- 


ever, be a long business extending over months and even years. 
Recovery to a reasonable blood figure is usually easy, but many 
patients have difficulty in maintaining a good blood count with- 
out continuous treatment and are extremely sensitive to a small 
drop in red cells or haemoglobin. Many are listless, enfeebled 
and enervated for a very long time, and especially with the 
re-establishment of the menses, but practically all who survive 
the puerperium are in but little danger of losing their lives. | 
am firmly convinced that cases with a hypoplastic type of count 
are progressive from pregnancy to pregnancy. In these circum- 
stances future pregnancies should be avoided. On the other 
hand, from a review of the literature and from my own experience, 
I have formed the impression that the iron deficient or chlorotic 
tvpe is a far less serious condition. The chlorotic form is not 
only easier to treat and easier to cure, but is also less liable to 
give rise to urgent symptoms and is, as well, less liable to recur 
in successive pregnancies if due care is taken. 


Causalion. 

Numerous views have been expressed on the actiology of the 
severe anaemias of pregnancy. In India Balfour has emphasized 
the frequency of associated malaria, syphilis, and helminth in- 
fections; both Mitra and Balfour point out that there is a seasonat 
exacerbation in pregnancy anaemias which corresponds with the 
seasonal outbreaks of gastro-intestinal disturbances; Mehta and 
Wills suggest that vitamin .\ and C deficiencies are an important 
factor in Indian natives; De emphasizes the wretched generai 
condition of the Bengal native and states that most native women 
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have an average blood count of haemoglobin 50 per cent, red 
cells 3,500,000 -a poor equipment with which to embark on a 
pregnancy. Mitra and others have suggested a toxaemia coni- 
parable to other pregnancy toxaemias; as evidence for this view 
Mitra reports that the post-mortem findings in fatal cases show 
fatty changes in the liver corresponding in distribution with the 
lesions of acute yellow atrophy. Other post-mortem findings 
such as those described by Esch (1917) and Balfour show haemo- 
siderosis of the liver and spleen with aplasia of the bone-marrow 
alternating with areas of hyperplasia. Wiitts (1932) has pointed 
out how irrational it is to assume that haemosiderosis is neces- 
sarily the result of haemolysis. Rowland quotes Hofbauer as 
postulating a synevtial haemolysin which the mother fails to 
neutralize, Osler suggested haemolytic agents produced as_ the 
result, of disturbed maternal metabolism. Cornell quotes Minot 
as regarding the disease as a variety of, and related to, acholuric 
jaundice. McQuarrie (1923) showed that some few newborn 
infants possess iso-agelutinins at birth which are incompatible 
with the blood corpuscles of the mother; in these rare cases the 
pregnancy toxaemias are said to be common, and Larrabee 
suggests that the same cause may be related to pregnancy 
anaemias. | was unable to detect iso-agglutinins in the foetal blood 
of one of my patients. Chronic sepsis, recorded by Allan (1928) 
and others, though a factor in some cases, cannot be accepted as 
a specific or usual cause. 

The variety of speculative views emphasizes our ignorance of 
positive data as to the exact causation, but tends also to suggest 
that the disease is a combination of factors rather than a specific 
entity. It seems reasonable io suppose that there is a predispos- 
ing factor which may be one of many things and which may be 
entirely different: from) one individual to another. The very 
frequency of the disease in India is strongly suggestive of a pre- 
disposition, for are not the tropics notorious for the high incidence 
of alimentary infections, alimentary disturbances such as sprue, 


parasitic infections, bad hygiene, poor diet, and many other 


factors which may all in themselves induce or predispose to an 
anaemia? It is significant also that many of the tropical 
anaemias, sprue, ankvlostomiasis, and others are megalocytic in 
type. In temperate climates there are also factors predisposing 
to anaemia: Davies (1931) and Witts (1931) have shown. that 
simple achlorhydria frequently causes anaemia; alimentary dis- 
turbances, nutritional factors, infections or tioxaemia may have a 
profound effect upon the blood, the anaemic picture being so 
variable as to defy specific diagnosis from the blood alone, With- 
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out doubt an iron metabolism previously strained or weakened 
by a prolonged haemorhage must be unfitted for further strain. 
Without doubt the iron requirements of a rapidly growing foetus 
may lead to the mother exhibiting what Parkes-Weber has called 
an acute anaemic breakdown. Thus there may be many _ pre- 
disposing factors, and to determine which is operative in one 
given individual may call for a great deal of possibly unprofitable 
work. Having postulated a predisposing factor it is essential that 
there should be a determining factor. This can only be the 
pregnancy. In support of this is the remissign which occurs in 
plastic cases after delivery. One is also led to this conclusion 
with regard to the pregnancy by the remarkable clinical fact, 
obvious from a perusal of the literature already quoted, that these 
patients generally show a sudden, dramatic and dangerous fall in 
the blood count between the sixth and eighth months of preg- 
nancy. This is the time which Hugouneng (1899) showed to be 
that at which the foetal iron depredations are maximal. It is 
reasonable to suppose that the big demands of the foetus are the 
last straw in causing the final breakdown of an iron metabolism 
which is, even in normal life, already predisposed to function im- 
perfectly. Whether the anaemia produced is of megalocytic, 
normocytic, or microcytic type will be dependent mainly on the 
predisposing factor, but is most certainly a function of the par- 
ticular individual. There is no doubt that a chronic predisposing 
factor may impose such a strain on the bone-marrow that a super- 
added pregnancy, with its heavy additional demands for iron, 
produces a condition of bone-marrow hypoplasia or, in extreme 
cases, aplasia. From this condition a patient may not recover 
for months or even vears, and once it has been established it must 
quite definitely tend to recur and progress with successive preg- 
nancies. When there is hypoplasia or aplasia the blood picture 
is what has been described as the “pernicious type.’’ It must be 
quite evident that rest is the proper treatment for a hypoplastic 
and exhausted bone-marrow. This is most easily accomplished 
by blood transfusion. 

On the other hand, there are cases in which there is merely a 
deficiency in iron or in which the bone-marrow is unable to 
utilize iron. These tend to have a blood count either of megalo- 
eytic or plastic type or of chlorotic type, and are often cured by 
the administration of iron or liver, or both, Many such are 
capable of spontaneous recovery after delivery. In_ that the 
chlorotic type of anaemia is due to deficiency rather than to mal- 
funetion it is not liable to recur if the deficieney is remedied, 
This iron deficient type of severe anaemia is merely an exaggera- 
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tion of the mild or moderate anaemia that accompanies most preg- 
nancies. But the plastic megalocytic case is liable to become 
hypoplastic in future pregnancies. 

Most cases present a combination of hypoplasia and deficiency. 
It is the combination of factors which has led to confusion as to 
the proper method of treatment— some claiming liver as a specific, 
others iron, and others stating that there is a high mortality unless 
transfusion of blood is performed. The recognition of an indi- 
vidual case as being due to hypoplasia, absence of the haematinic 
factor, iron deficiency, or all three (and this is usually indicated 
by the blood count) is the key to proper and successful treatment. 


Treatment. 


The treatment of the disease is confined to the treatment of 
the anaemia. And the correct treatment of the anaemia is 
dependent on the type. The effect of treatment should be regu- 
larly supervised by accurate blood counts. There is but. little 
justification for immediate interference with the pregnancy, for if 
the patient is sufficiently well to tolerate such a procedure she is 
sufficiently well to merit the trial of the anti-anaemic measures, 
which, as all the recent records show, are quite effective. The 
only exception to this statement is a case in which a multipara 
has had previous serious pregnancy anaemia and starts to become 
anaemic early in pregnancy. Such patients may take vears to make 
a complete recovery and termination of pregnancy is therefore 
perhaps justifiable, especially if social and household duties 
demand the full energy of the patient. Delivery should in most 
cases be rendered easy by Caesarean section, which gives also an 
opportunity for sterilization. Future pregnancies should be pre- 
vented in cases of hypoplastic type except in those persons who 
understand the risk and wish to take it. With regard to the 
anaemia, three courses are open which may be used singly or in 
combination, according to the type of case. They are blood 
transfusion, liver or stomach extract, and iron. 


The guiding principles of treatment have already been indi- 
cated when discussing causation. Thus in the hypoplastic ty pe 
one or more blood transfusions are usually essential and should 
be supplemented by a judicious use of liver and tron. But in the 
chlorotic (microcytic) or iron deficient tvpe iron is essential and ts 
often more effective when combined with liver, but need noi 
necessarily be supplemented by transfusion. In the plastic case 
with megalocvtosis and evidence of blood regeneration, liver 


alone may be effective, Cases showing a combination of hypo- 
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plasia malfunction and tron deficiency require a combination of 
the three methods according to the individual's response to 
treatment, 


Blood transfusion. 

This method is the only one for an emergency in any type 
of case, 

(a) Hypoplastic type. The effect of transfusion is so good 
and, in some cases, so dramatic that it is the method of choice. 
The effeet of a transfusion is quite definitely not simply transitory 
and mechanical, The effect strongly suggests that the fresh 
blood, which is always. preferable to citrated blood, gives the 
hypoplastic but struggling bone-marrow an opportunity of rest 
and recovery, or perhaps supplies some factor which Witts (1932), 
quoting Doan, states that there is some evidence for believing to 
exist a factor essential for the proper development of reticulo- 
endothelial cells into megaloblasts, and without which an aplastic 
or hypoplastic type of anaemia develops. Tron, liver or stomach 
extract all demand that the bone-marrow shall function, but a 
depressed bone-marrow may not be able to make use of the factors 
Which these drugs present to it. Plence they may fail in pro- 
vressive cases. Perhaps the transfusion supplies some essential 
non-specific factor such as fresh complement. Blood transfusion, 
if not used as a routine treatment, should at least always be used 
as an adjuvant to any operative interference. The routine treat- 
ment of the average case should be its careful supervision to 
term, or near term, with delivery by Caesarean section, At the 
operation a transfusion of 400-500 ¢.c. of whole blood should be 
given and, in progressive cases, the patient sterilized, 

If transfusion is to be the only anti-anaemic measure, then 
one transfusion is usually insufficient, but when transfusion is 
assisted by liver or iron only one may be necessary at the time of 
delivery. 

Febrile patients often) show a remarkable recovery after a 
transfusion, the fever subsiding within 20 hours; Gallupe and 
O'’Hara quote two such cases which are good examples of a fact 
well recognized in) medicine, that fever may be due to mere 
anaemia and that the cure of one disperses the other. 

One difficulty which may arise in transfusion is the technical 
one of finding suitable donors. Patients with severe anaemia are 
notoriously difficult to group on account of the tendeney of their 
serum to give rise to pseudo-agelutination or, rarely, to auto- 
agelutination. Both the indirect: and the direct blood-grouping 


tests must be performed, and they must be done in a caretul and 
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quantitative manner, as described by Dodds and Whitby (1931). 
Stewart and Harvey (1931), in an excellent paper on blood trans- 
fusion in cases of auto-agglutination, describe a case which is 
obviously one of severe anaemia of pregnancy, and they show 
clearly how the difficulty of auto-agglutination can be overcome ; 
their patient made a good recovery and was delivered of a living 
child. 

The value of blood transfusion is emphasized in the papers of 
Smith, Rowland (1924), Schmidt (1928), Gallupe and O’Hara, 
Larrabee, Bouta (1926), Murdock, Heiss (1923), Reist, Levy- 
Solal and Tzanck (1927), Hoskin and Ceiriog-Cadle, and Halir 
(1925). Other authors have used transfusion, but do not lay 
such stress on its value. Allan states that 90 per cent of patients 
recover with transfusion, Without transfusion the mortality is 
estimated by Gallupe and O’Hara at 50 per cent, by Larrabee at 
75 per cent; and it is significant that Balfour’s mortality in India, 
where transfusion is not employed, is 42 per cent. In India they 
appear to rely on intramuscular injections of whole blood. In 
reading the literature critically it is quite evident that transfusion 
has usually been essential in severe cases of hypoplastic type. 

(b) Chlorotic type. In the chlorotic or iron deficient type 
transfusion is not necessarily required. It is necessary in urgent 
or neglected cases, but the majoritv respond so well to iron that 
not only may transfusion be dispensed with but the patients may 
be allowed to have a natural delivery. Sterilization is not especially 
indicated, but it is as well to avoid a succession of quick preg- 
nancies, and should pregnancy occur, it must be supervised from 
the earliest months, 


Liver treatment. 

The success of liver treatment in Addisonian pernicious 
anaemia led to its trial in numerous anaemias. There can be no 
doubt that it is extremely useful in the severe anaemias of preg- 
nancy, particularly in those cases with a megalocytic plastic 
blood picture, but it is not often the specific that it is in Addi- 
sonian pernicious anaemia. Liver as known to have a_ bene- 
ficial effect on all megalocytic anaemias such as those due to 
alimentary neoplasms, sprue, or intestinal infection, and to be of 
value in combination with iron in cases of iron deficiency anaemia. 
Whenever alimentary causes are thought to be contributory 
factors liver may be usefully emploved. It should be used in full 
doses, and liver itself is probably preferable to extracts except in 
the cases mentioned below. Liver has been used exclusively and 
with 


good results by Evans in two cases, by Peterson, Field, and 
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Morgan in one case, by Vaidya (1g28) in 1 cases, by Audebert 
and Fabre (1g28), and by Brault (1928). The majority of authors 
have used liver in combination with transfusion. One gets the 
impression that cure by liver alone may be effective in cases which 
are not too hypoplastic, but the process of cure is tedious and at 
various danger points may have to be supplemented by trans- 
fusion. Reticulocytic responses are reported by Evans and by 
Peterson, Field, and Morgan. Witts (1932) quotes cases which 
showed reticulocytic responses after delivery. My own Case 1 had 
a reticulocyte response, but this was after delivery and trans- 
fusion; and my own Case 4 had a reticulocyte response after liver 
and again after delivery. De (1930) states that liver therapy in 
India is useless and that there is no reticulocyte response. This is 
probably because many of the cases are so hypoplastic that they 
require transfusion. Tigh liver feeding with liver itself is 
definitely contra-indicated in) cases of nephritis or pregnancy 
toxaemia. In these cases the non-nitrogenous liver extract should 
be used. Liver and iron treatment should be continued for at 
least six months after delivery, and in severe cases of the hypo- 
plastic type a year’s, or even two years’ treatment may be required. 
If treatment with liver and iron appears to be failing another 
transfusion should be given. 


Tron. 

Strauss’s three cases of pure iron deficient tvpe were treated 
with iron alone, with very good results. My own Case 3, also of 
iron deficient: type, has responded to iron. Iron is a_ useful 
adjuvant to liver or stomach extract and should be prescribed with 
them, as shown by my Case 4. Iron in large dosage, from go to 
120 grains of iron and ammonium citrate per diem, is definitely 
indicated in the chlorotic or iron deficient type, and may, in such 
cases, be entirely successful without other treatment.  In_ the 
hypoplastic type there is no record .of cases treated with iron 
alone, and there is litte doubt that it would fail. Tron should 
undoubtedly be prescribed for all pregnant women with Tess than 
70 per cent of haemoglobin, 

The following four cases bear out some of the suggestions 
made as to causation and show clearly the effect of the various 
forms of treatment. 


Case jae 


The patient, then a woman of 27, went to India in 1923. Her 
first child was born in 1924, labour and puerperium being normal. 
During the pregnancy, however, she had suffered considerably 
from an intestinal infection. Ter second child was born in 1925, 
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and though labour was easy there was a bad vaginal tear, which 
resulted in prolapse. The discomtort of the prolapse was dis- 
regarded for some three vears, but when medical advice was 
eventually sought in 1g28 the operation of colporrhaphy was 
postponed for several weeks owing to the anaemic appearance ol 
the patient. Twelve days atter the operation there was a small 
haemorrhage and six days after that a severe one. At this time, 
August, 1928, a blood count was performed, which showed not 
the features of an anaemia secondary to haemorrhage, but haemo- 
globin 64 per cent, red cells 2,500,000, colour index 1.3, and 
apparent megalocytosis, i.e. a count of pernicious type. The 
patient was put on liver extract and lightly cooked liver; in six 
weeks the count had improved to haemoglobin 85 per cent, red 
cells 3,000,000. There was not any Van den Bergh reaction 
than that normally present in the indirect test. The patient left 
India in September, 1928, and continued to take liver in Kngland 
until the end of November. Her blood was then examined and 
found to be so normal that she was told she could omit the treat- 
ment. In February, 1g29, she had some trouble with an old 
mastoid infection, and at the same time, as she appeared to be 
anaemic, a blood count was performed which showed she had 
relapsed to haemoglobin 62 per cent, red cells 4,840,000. Liver was 
again administered, with complete improvement, until about the 
beginning of August, 1g2y, she began to feel listless and to appear 
slightly vellow. At this time | saw the patient, and her blood 
count was haemoglobin 72 per cent, red cells 3,400,000, colour 
index 1.0, and a Price-Jones determination showed a mean red- 
cell diameter of 7.0 y. It transpired later shat the patient on the 
date of the blood count was about one month pregnant, though at 
the time of her consultation she was ignorant of the fact. She was 
placed on liver extract and raw liver, and continued well during 
her pregnancy until February, 1ggo (sixth-seventh month). Then, 
in Spite of an increased amount of liver, the taking of which was 
accompanied by nausea, the blood count declined so rapidly 
(haemoglobin 50 per cent, red cells 2,500,000) that it was decided 
in March (eighth month) to terminate the pregnancy by Caesarean 
section and to give a blood transfusion at the same time. The 
operation was almost bloodless, and a transfusion of 500 ¢.c. of 
whole blood was given as soon as the third stage of labour was 
over. “Three days after the operation liver therapy was. started 
again. “Phe blood rapidly improved, reaching almost) normal 
heures in about a fortnight with a reticulocyte response rising to 
12 per cent in it days. The patient was sterilized at operation. 
The chart shows the variations in the most important features of 
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the blood and emphasizes the dramatic fall in the blood count at 
the seventh month and the equally dramatic recovery after trans- 
fusion. At no time, except just after transfusion, did the blood 
contain nucleated or polychromatic cells. The patient continued 
to be full-blooded, bright and energetic for some months after 
delivery. But since then, despite liver and iron treatment extend- 
ing over nearly two vears, she has had periods of lassitude and 
depression quite out of proportion to any anaemia detectable in 
the blood. To-day, two vears after delivery, she has completely 
recovered, though she still requires occasional injections of iron. 
Other examinations performed on this patient were; Wassermann 
reaction—negative; Van den Bergh reaction-—indirect trace; frac- 
tional test meal—abundant free HCl; fragility of the red cells— 
normal; blood platelets, on several occasions approximately 
300,000 per c.c.; faeces—no parasitic ova. Examination of the 
placenta showed no histological abnormality. Examination of the 
premature infant, which died a few hours after birth, revealed no 
abnormality other than general weakness and poor aeration of 
the lungs. Blood from the umbilical cord had the rather low 
figures of haemoglobin 102 per cent, red cells 4,700,000 per C.c. ; 
nucleated red cells in a blood film were present in approximately 
normal numbers.  [so-agglutinins were not detected. 


Comments. 

This case presents a fertile field for speculation, In the first 
place, the patient resided in India for five vears and her first 
pregnaney was complicated by an intestinal infection. The 
nature of the infection was not determined, but it may easily have 
been what | have described as the predisposing factor, for it is a 
point on which both Balfour and Mitra lay stress. Her second 
pregnancy was followed by a vaginal tear and prolapse, a source 
of sepsis and bleeding, which was allowed to exist for three vears. 
This condition must have placed the patient in a poor position 
for making a good recovery, and it is justifiable to suggest that 
her difficulty in recovering completely even at the present day is 
in some part due to neglect of this obvious anaemia-producing 
focus. Yet once the prolapse had been dealt with, and despite 
two haemorrhages, it is remarkable how quickly liver treatment 
put the patient in a good state of health. True, she relapsed 
again on having trouble with a mastoid focus, but she appeared 
quite well until, with the onset of an early and therefore un- 
recognized pregnaney, she quite suddenly exhibited anaemic 
symptoms —svmptoms definitely more severe than the actual count 
of haemoglobin 72 per cent, red cells 3,400,000 should have 
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evidenced. My own experience with two hypoplastic patients has 
impressed on me how sensitive some of these people are to minor 
variations in their blood count. .\ drop below four millions im- 
mediately causes a feeling of lassitude, a rise above the same 
hgure as easily dispels it. | have been impressed also by the 
remarkable effect of transfusion on both patients, not only the 
effect on the blood count but the immediate effect on the morale 
and general well-being of the patients. The whole blood, not 
citrated blood, given to each has seemed somehow to supply them 
with something which overcomes their lethargic state. Both 
patients have without suggestion remarked on it themselves, and 
one has gone so far as to crave for another transfusion some nine 
months after the termination of the pregnancy. Undoubtedly the 
transfusion either allows the bone-marrow a period of rest or 
supplies them with some essential factor, With regard to the 
blood counts the anaemia has at one time shown a high colour 
index, at another a jow one. Megalocytosis, if accurately determ- 
ined, has never been very marked and the highest mean average 
diameter of the red cells was 7.6 y. This fact, together with the 
abundance of hydrochloric acid in the stomach, excludes a diag- 
nosis of Addisonian pernicious anaemia. The absence of nucle- 
ated red cells and of polychromatic cells, the relatively low mean 
diameter of the red cells, and the whole clinical course point to 
bone-marrow hypoplasia. 


Case 2. 

This patient had never been out of England. Iler tirst child 
was born uneventfully except that its birth was followed by a 
permanent retroflexion of the uterus necessitating shortening of the 
round ligaments. The next pregnancy occurred 15 months later, 
and during this time she was definitely anaemic, having at one 
period a count of haemoglobin 80 per cent, red cells 3,550,000, 
colour index 1.1. The anaemia was successfully treated with hydro- 
chloric acid, arsenic, and liver. During a third pregnancy she 
again became anaemic, and though delivery was easy and though 
there was no excessive loss of blood the patient collapsed and 
almost died soon after delivery. Convalescence from this, ber 
third pregnancy, was extremely slow. She was just beginning to 
feel well again after five months’ treatment when her fourth preg- 
nanev occurred at the age of 27. Within a month she had become 
pale, listless, and lethargic. By about the second month she had 
a blood count of haemoglobin 56 per cent, red cells 2,800,000, 
colour index 1.0.) Intensive treatment with liver extract and iron 
quickly improved her, so that when To saw her a fortnight later 
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her count was haemoglobin 62 per cent, red cells 4,680,000, colour 
index 0.7. A Price-Jones estimation at this point showed a mean 
red-cell diameter of 7.2y. There were no nucleated or poly- 
chromatic red cells. The Van den Bergh reaction showed a faint 
positive indirect reaction, in amount the normal 0.4 units. ‘The 
fragility of the red cells was normal. The patient herself was 
anxious to continue with her pregnancy it it were possible and 
she was therefore given regular treatment with liver extract and 
iron. She did extremely weli, her blood count gradually rising to 
haemoglobin 74 per cent, red cells 5,620,000. And then quite 
suddenly, between the sixth and seventh months, within a week 
the count dropped to haemoglobin 54 per cent, red cells 2,950,000. 
The iron was increased, and in about a fortnight the count had 
risen again to haemoglobin 62 per cent, red cells 3,520,000. 
When she had reached the thirty-seventh week of pregnancy it 
was decided to terminate it by Caesarean section, to give a trans- 
fusion, and to sterilize the patient. The Caesarean section was 
performed and at the same time 4ooc.c. of whole blood were 
transfused. She stood the operation well except for a minor 
reaction to the transtusion. The child weighed five pounds, but 
died a few hours after delivery from general asthenia and haemorr- 
hage from the rectum, The patient made a rapid recovery and tor 
some months felt extremely well. But at the present, though she 
has had continuous treatment with liver extract, she is, five 
months after delivery, in a listless, enervated state similar to that 
described in Case 1, and this despite the fact that her blood count 
shows the quite respectable figure of haemoglobin 75 per cent, red 
cells 4,000,000 (Inean diameter 7.3 2). She has had considerable 
menorrhagia since the re-establishment of the periods, which has 
probably contributed to her clinical state. 

Comments. 

Phis case again shows the dramatic fall in the blood count 
between the sixth and seventh months of pregnancy and also the 
remarkable recovery, both in the anaemia and in general well- 
being, as the result of a transfusion of whole blood. There is 
also the story of progressive anaemia from pregnancy to preg- 
nancy. Tt is worth while noting that whereas this patient has a 
great varlation in colour index, sometimes greater than unity, 
sometimes very definitely less, she bas at no time had the 
slightest evidence of megalocy tosis. It is a curtous feature ot 
some of these patients, which ts evidenced in this case, that the 


intensity of the anaemia may not reveal itself by dangerous svmp- 


toms uniil after the exhausting process of labour—this patieni 


was fourtd to be dangerously anaemic atter ber third labour. 
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Case 3. 

The patient was a primigravida, 19 years of age. On attending 
the antenatal clinic during the eighth month of her pregnancy 
she was noticed to be extremely pale. Efer blood count was ot 
the iron deficient type, being haemoglobin 4o per cent, red cells 
3,830,000, the stained film showing marked poikilocytosis. An 
iron mixture, which she did not take very regularly, was pre- 
scribed. Three weeks later she was delivered of a living child 
after an easy labour, at which there was not any undue loss of 
blood. Her blood count four days after delivery was haemo- 
globin 45 per cent, red cells 3,400,000; there was still considerable 
poikilocytosis. fron was continued during her stay in hospital, 
but she has failed to take it after returning home. Despite the 
inadequacy of the iron treatment, her blood count seven weeks 
after delivery has improved to haemoglobin 56 per cent, red cells 
4,400,000, with considerable diminution in the amount of poitkilo- 
cytosis. There can be little doubt that adequate iron should 
quickly restore this patient to complete health. The patient has 
never exhibited distressing symptoms, and her failure to take 
trouble about herself is entirely due to the fact that she has felt 
moderately well. This feature is in strong contrast with the 
symptoms of the progressive hypoplastic type, as exampled by 
Cases 1 and 2. 


Cuse 4. 

The patient, a woman of 28 and the daughter of a chronically 
anaemic mother, had one child) with a normal pregnancy. 
Menstruation was re-established two months after delivery, at 
which the loss of blood was very severe. Four months after 
delivery she again became pregnant. Pregnancy proceeded 
normally until about the sixth month, when she was noticeably 
pale and was detinitely short of breath as well as inclined to 
giddiness and faintness. .\t this point a blood count showed 
haemoglobin 55 per cent, red cells 2,700,000; leucocytes 19,000 ; 
colour index 1.0. An occasional polychromatic cell, anisocytosis, 
a few normoblasts, and a mean cell diameter (Price-Jones’s 
method) of 7.66 ». The fragility of the red cells was normal. The 
indirect Van den Bergh reaction was faintly positive. Half a 
pound of lightly cooked liver per diem was prescribed. After 10 
days’ treatment the count was: haemoglobin 62 per cent, red cells 
3,000,000 ; leucocytes 18,000; colour index 1.0, with reticulocytes 
18 per cent; no nucleated cells. The patient said she felt very 
much better. A fortnight later the count had risen to haemo- 
globin S4 per cent, red cells 4,300,000; leucocytes 18,000 ; 
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Case 4 (2nd Pregnancy). 
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colour index 0.9. Mean diameter 7.5 »; reticulocytes less than 
one per cent. Owing to considerable nausea an equivalent amount 
of liver extract was substituted for tightly cooked liver. Fort- 
nightly blood counts showed that the blood figures were well 
maintained until the eighth month. At this time the haemoglobin 
had declined to 7o per cent, red cells 3,400,000 ; leucocytes 25,000 ; 
colour index 1.0. Mean diameter 7.62 yp. Ventriculin and iron 
were substituted for the liver extract. The count two days before 
delivery was haemoglobin 76 yer cent, red cells 3,900,000; leuco- 
cytes 17,000; colour index 0.9. A blood transfusion was not given 
at parturition, which was quick and did not result in excessive 
loss of blood. <A living child of seven and a half pounds was born. 
The count one week after delivery was haemoglobin 84 per cent, 
red cells 4,400,000; leucocytes 12,000; mean diameter 7.58 y; reti- 
culocytes four per cent. 

Ventriculin and iron were continued for four months with 
satisfactory results, and at the present time, without any treatment 
for two months, the count is: haemoglobin 88 per cent; red cells 
4,900,000; colour index 0.9; leucocytes 8,000; mean diameter 
7.5 vp. The patient feels well and active. Menses were re- 
established three months after delivery. 


Comments. 

This is a typical plastic case in which, even at the most 
anaemic stage, there was evidence of an attempt at blood regenera- 
tion. The supplying of the haematinic factor in adequate dosage, 
later supplemented with iron, enabled the patient to survive the 
pregnancy without risk and without the necessity of transfusion. 
The treatment, continued into the puerperium, may or may not 
have been necessary, but the end result is as vet satisfactory. 
Unfortunately, a test meal was refused, but it seems probable that 
this patient has a predisposition to megalocytic anaemia and that 
her condition was precipitated by the strain of the first pregnancy, 
together with the heavy blood loss at the early re-established 
periods. The breakdown was completed by the second pregnancy 
and occurred, as usual,-at about the sixth month. It is probable 
that if a third pregnancy occurs the condition will be far less 
plastic and less easily treated. The anaemic family history is, 
possibly, significant. It is noticeable that the megalocytosis was 
never very well marked. 


CONCLUSIONS. 
Cases 1 and 2 are both examples of the hypoplastic type and 
in both these there was a history of recurrence from pregnancy to 
pregnancy. Both showed the great benefit which is usual after 
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transfusion. Both were tided over to a time in the pregnancy at 
which there was a reasonable chance of obtaining a living child. 
Both have shown considerable difficulty in maintaining their 
general health and their blood figures ever since delivery. The 
first patient had resided in India, as had also Hoskin’s and Ceirog- 
Cadle’s patient. It is as well, therefore, to bear this condition in 
mind when dealing with Anglo-Indians. Case 3 is an example 
of the iron deficient type, which, like Strauss’s case, is making a 
recovery with iron alone, in spite of failure to take adequate dosage. 
Larrabee says that transfusion in the chlorotic type is a matter of 
expediency rather than urgency, and with this view I agree. The 
third patient was a primipara, and it will be interesting to note 
her reaction to future pregnancies. From reported cases it may 
be concluded that the iron-deficient type has a better outlook than 
the hypoplastic type, and it is suggested that this is because the 
former have a bone-marrow which requires whipping, while the 
latter have a bone-marrow which is hypoplastic and requires rest. 
Case 4 was a typical plastic case, responding well to liver but, 
nevertheless, showing a tendency to break down at the eighth 
month. Cases 1 and 2 both had ample dosage of iron and of liver 
or liver extract, yet both failed to pass through the dangerous 
last three months of pregnancy without an alarming fall in the 
blood count. One concludes that with the hypoplastic type it 
becomes increasingly difficult to control the anaemia with liver 
and iron during each successive pregnancy. The anaemia may, 
however, be quite efficiently controlled by judicious transfusions. 
Iron deficient cases are usually more easy to recognize than are 
the plastic and hypoplastic cases because the anaemia is more 
apparent from the complexion of the patient. The hypoplastic and 
plastic patients have a slightly icteric tinge, but may not look really 
anaemic to the unpractised eye until they are about to collapse. 
My opinion that many of the severe anaemias of pregnancy are 
due to bone-marrow hypoplasia is based on (a) the type of count : 
high colour index with normocytosis or, at the most, only slight 
megalocytosis and the absence of signs of blood regeneration , 
(b) the dramatic effect of transfusion; (c) the clinical course, 
especially the difficulty in making a full recovery after delivery 
as well as. the recurrence in successive pregnancies. It seems 
improbable that severe anaemia of pregnancy is a specific entity. 
Causation and type vary from person to person, but the gravest 
and most anxious cases from the point of view of treatment are 
those with a hypoplastic blood count. It is indeed surprising 
how uncommon it is for a woman to be unable to stand the calls 
on her iron metabolism which a pregnancy entails, but when an 
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anaemic breakdown occurs there is but little chance of complete 
repair until the mother is relieved of the burden of the foetus. 


| am greatly indebted to Dr. Herdman Porter, of Faversham, 
Kent, to Dr. Kenneth Storrs, of Chelmsford, to Mr. Comyns 
Berkeley, to Mr. Eardley Holland, and to Mr. Frederick Roques, 
for their kind permission to publish these facts about the cases 
under their care. 


SUMMARY. 

1. Anaemia in pregnancy is common. In temperate climates 
the severe forms are rare. 

2. Severe anaemia of pregnancy is not identical with Addison- 
ian pernicious anaemia, though the haematological picture is 
somewhat similar in many of the pregnancy anaemias. 

3- The haematological picture may be ‘‘pernicious’’ (plastic or 
hypoplastic) or iron deficient in type, or a combination of both. 

4. The hypoplastic type is probably due to bone-marrow 
hypoplasia caused initially by a chronic anaemia-producing con- 
dition, which is intensified by the pregnancy and results in an 
anaemic breakdown. The chlorotic type is due to iron deficiency 
intensified by the pregnancy. The plastic type is due to failure 
to produce or utilize the haematinic factor; it may eventually be- 
come hypoplastic. 

5. Pregnancy anaemias become most severe between the sixth 
and eighth months. Simple haematological, examinations are 
recommended as a routine antenatal procedure at this period of 
pregnancy. Pregnancy anaemia may not manifest itself by 
definite clinical symptoms until after delivery. 

6. The hypoplastic type, and probably the plastic also, is pro- 
gressive from one pregnancy to another. Sooner or later the 
bone-marrow hypoplasia becomes so marked that recovery is 
tedious and difficult. The iron deficient type is not necessarily 
progressive and is more easily recovered from. 

7. Transfusion allows rest to the bone-marrow or supplies 
some factor, and is the key treatment for the hypoplastic type. 
Liver and iron should usually be used as adjuvants and not to 
replace transfusion. Transfusion should accompany all operative 
procedures. Iron, with or without liver, will usually cure the iron 
deficient type. Liver alone will often alleviate the plastic type 
until after delivery, whereupon recovery occurs. 

8. Cases of severe anaemia of pregnancy can, with careful 
supervision, be allowed to go to term, or near enough to give a 
chance of a living child. In the hypoplastic tvpe further preg- 
nancies should usually be avoided or prevented, 
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g. The ultimate prognosis for recognized cases of the hypo- 
plastic type is quite good, but complete recovery may take a long 
time. 
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Pernicious Anaemia and Pregnancy. 


By JoHN F. Witkinson, M.D., Ch.B., M.Se., Ph.D. (Manch.), 
F.1.C. 
(Director of the Department of Clinical Investigations and 
Research, The University of Manchester and Manchester 
Royal Infirmary.) 


THE association of anaemia and pregnancy has been frequently 
noted, but, as a rule, the anaemia takes the form of a secondary, 
chlorotic, or microcytic type with low colour index; it is not 
proposed to consider these cases further. less commonly, a very 
severe degree of anaemia is observed, and is usually of the 
primary or megaloblastic type with high colour index. This 
latter has been termed the “pernicious” or haemolytic anaemia of 
pregnancy. 

The association of pernicious anaemia and pregnancy may be 
conveniently considered according to the following scheme :— 


Pernicious anaemia of pregnancy. 

An anaemia of the pernicious type directly due to the preg- 
nant state arising during : 

1. The period of gestation. 

2. The puerperium. 


Primary (pernicious) anaemia wilh pregnancy. 

A megaloblastic anaemia not primarily due to the pregnancy 
but associated with it. 

1. Pernicious anaemia present before the pregnancy. 

2. True primary (pernicious) anaemia first observed during 
or after pregnancy (a) through the activation of a latent pernicious 
anaemia—under the increased-strain produced upon the haemo- 
poietic tissues by the gravid state; (b) arising in predisposed 
women. 


‘*PERNICIOUS’’ ANAEMIA OF PREGNANCY. 

The anaemia may arise during any month of pregnancy, or 
in the puerperium, but there is not any difference in the character 
of the anaemia so observed; both are directly due to the gravid 
state, although when it commences during the puerperium the 
condition appears to be more severe. 
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The earliest cases of ‘‘pernicious’’ anaemia of pregnancy were 
recorded by Channing in 1842,'* Lebert,*’ and Gusserow.” 

A large number of cases of pernicious anaemia of pregnancy 
have been described in the literature trom time to time since then, 
but it is difficult to discuss these owing to the inadequacy of the 
reports and especially antenatal observations. 

According to Osler*': ‘‘Though progressive and often per- 
nicious, the anaemia differs in one all-important particular from 
that which causes the anaemia of Addison. When recovery takes 
place it is permanent and the woman may escape in subsequent 
pregnancies. ‘The second patient in my series (whom [| knew 
well) had an attack of extreme gravity, recovered, bore two 
children subsequently, and was alive 30 years after the attack. 
Recovery from the Addisonian form may last 10, 15, or even 17 
(McPhedran) years, but such instances are exceptional, and in 
the cases of reported permanent recovery there is always the 
question of a mistake in the diagnosis.”’ 

Essentially the same views have been expressed by other 
workers,* **: *% 4% **. thus Allan? observed that: ‘‘Pernicious an- 
aemia of pregnancy is an acute haemolytic anaemia occurring in 
females under 35 vears of age, due to pregnancy, progressing 
steadily without remissions to death or recovery, and curable by 
blood transfusions as contrasted with Addisonian pernicious 
anaemia, an essentially chronic disease occurring after 35 years 
of age, predominently in men, of unknown aetiology, running a 
course characterized by remissions and not curable by blood 
transfusion.”’ 

Alder’ distinguished pernicious anaemia. from pernicious 
anaemia of pregnancy and considered that they were distinct 
conditions, true primary pernicious anaemia very rarely, if ever, 
occurring in the pregnant female. He cited three cases of 
pernicious anaemia of pregnancy, and went on to say: ‘‘Ich fasse 
daher die Graviditatsanamie nicht als eine durch Schwanger- 
schaftstoxine bedingte echte perniziése Animie auf, sondern sehe 
in ihr nur eine Reaktionsform eines funktionell geschadigten 
Knockenmarkes auf pathclogische vielleicht auch schon physi- 
ologische Einwirkungen der Graviditat.”’ 

Esch,'® however, found that only 35 per cent of 48 cases 
showed the presence of functionally injured bone-marrow. 

Other cases of so-called ‘‘pernicious’’ anaemia of pregnancy have 
been described,** particularly by Continental workers. 

On the other hand, several observers in India’: ** *% &* ®* have 
more commonly seen severe degrees of anaemia, often fatal, in 
pregnant native women. This ‘‘pernicious’’ anaemia of pregnancy 
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is considered to be due to a chronic insufficiency of vitamins A 
and C in the diet,” * “* but a very high percentage of positive 
Wassermann reactions was also obtained in these cases, and 
syphilis may therefore be an important aetiological factor. 
Symptoms. 

The condition is characterized by extreme pallor, a yellowish 
tint of the skin, weakness, dyspnvea, nausea, often vomiting ; 
less frequently, sore tongue and diarrhoea. Oedema of'the limbs 
and face is very common and is frequently associated with 
albuminuria. For this reason confusion may arise with nephritis” 
and toxaemia of pregnancy, but the blood-pressure, the blood- 
urea, the renal function tests, and the blood picture distinguish 
this. There is a profound reduction in the red blood-cells but 
less marked lowering of the haemoglobin percentage, so that the 
colour index is, as a rule, greater than unity; the size of the red 
cells is frequently normal or a little less ;?' the white cells usually 
show a slight or moderate leucocytosis rather than the leucopenia 
of primary pernicious anaemia. Anisocytosis is often found, but 
platelets are not reduced to the same extent. Abnormal staining, 
normoblasts, and megaloblasts may all be present. There is an 
increased amount of bilirubin in the blood and usually a normal 
gastric secretion (in contradistinction to true pernicious anaemia), 
although achlorhydria has occasionally been found.?* 4% °} °° 
Spinal cord involvement or peripheral neuritis (paraesthesiae) are 
not present. Remission takes place rapidly after blood transfusion 
in most cases after the puerperium or abortion, and is usually 
permanent (vide infra); some workers state that recurrences have 
been noted in subsequent pregnancies,” 7! ** 97, 4% 44, °° while 
others have not observed it.*: *%: *% 9% 4! °° 


The prognosis, as judged by the literature, was very variable, 
running up to 87 per cent maternal mortality®® before the intro- 
duction of blood transfusion. 

The use of adequate blood transfusions completely changed 
this outlook, so that as many as go per cent of the patients were 
cured.* 


D, ; 
Prognosis. 


The foetal mortality was also high, death frequently occurring 
in utero at the sixth to the eighth month.’:* Thus in 122 cases 
Auberton® observed 17 macerated foetiis and 66 stillbirths; of the 
39 children born alive 13 died in 15 days and the remainder were 
underweight or underdeveloped; he had, however, seen many 
normal full-time children born. Similar high mortalities have 
been noted by other observers. 
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Recent therapeutic advances, however, would indicate still 
better lines of treatment in the use of liver or stomach, and the 
prognosis now appears to be very good. 

The following two cases belong to this group. 

Cas—E F. G. A married. woman, aged 39 years, admitted to the 
Manchester Royal Infirmary suffering from a severe degree of anaemia, 
weakness, loss of appetite, and slight flatulence, had been quite well until _ 
April, 1929, when she became pregnant for the second time ; she cominenced 
with sickness, pallor, and weakness of increasing severity, but ‘there was 
never any history of diarrhoea, sore tongue, or indigestion. 

In November of the same year her condition was much worse and she 
commenced to have considerable oedema of the legs and feet. In the 
following month a ‘therapeutic abortion was induced and she was subse- 
quently admitted to the Manchester Royal Infirmary on account of her 
profound anaemia. 

There was neither a family history of pernicious anaemia nor a 
suggestion of familial achlorhydria (cp. 61); her one child was well. 
The previous medical history disclosed only rheumatic fever and scarlet 
fever. 

On admission to hospital she presented a marked lemon-yellow colour 
of the skin, she was slightly wasted, had artificial teeth but glossitis and — 
oral sepsis were absent. Her liver and spleen were not palpable and there 
was nothing else abnormal to be found. The reflexes were normal. 

Blood count : red blood-cells, 1,290,000; white blood-cells, 2,700; haemo- 
globin, 28 per cent; colour index, 1.12; polymorphonuclears, 67.5; 
lymphocytes, 23.0; large mononuclears, 4.0; eosinophils, 5.5; basophils, 0.0; 
platelets diminished; anisocytosis and poikilocytosis marked; nucleated 
red cells present. 

Free hydrochloric acid (Chart I) was found on fractional gastric analysis. 
The patient was given one ounce, by weight, of desiccated hog’s stomach 
daily, and was-discharged from hospital five weeks later with a blood count 
of red blood-cells, 3,704,000; white blood-cells, 4,200; haemoglobin, 60 per 
cent ; colour index, 0.8; abundant platelets ; slight anisocytosis and poikilo- 
cytosis ; no nucleated red-cells. : 

She continued to take one ounce of the desiccated stomach daily for four 
weeks only and then discontinued it. When seen 12 months later she 
had remained perfectly well without any symptoms of the anaemia, and 
the blood count was: red blood cells, 4,900,000; white blood-cells, 4,400; 
haemoglobin go per cent; colour index, 0.9; abundant platelets and slight 
anisocytosis only. 

Cask E. E. A multipara, aged 30 years, was admitted complaining of 
anaemia, dyspnoea, palpitation, and oedema of the ankles which became 
progressively worse after a premature (six weeks) confinement three months 
previously. ‘There was not any complaint of sore tongue, diarrhoea, 
indigestion or paraesthesiae. She had had a mastoid operation 16 years 
previously and the left ear had discharged frequently since then. 

There had been four previous normal pregnancies (one child died at 
six months, one was healthy and the other two had rickets and tuber’ 
culous peritonitis respectively), without subsequent complications. There 
was not any family history of pernicious anaemia or possible achlorhydria 
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On admission she presented a considerable pallor of yellowish colour ; 
a furred tongue, pyorrhoea, and oedema of her lower limbs; her pupils 
and discs were normal: she weighed six stones, nine pounds. There was 
evidence of bronchitis ; her liver and spleen were just palpabic ; the reflexes 
were present and normal. There was a haemic systolic bruit at the apex 
of her heart; her blood-pressure was 105/60. Her Wassermann reaction 
was negative. 

Fractional gastric analysis : normal acidities (Chart 11). Blood count : 
red blood-cells, 600,000; white blood-cells, 4,600; haemoglobin, 18 per cent ; 
colour index, 1.5; polymorphounuclears, 37.25; lymphocytes, '56.25; large 
mononuclears, 0.5; eosinophils, 6.0; basophils, 0.0; platelets scanty ; marked 
anisocytosis and poikilocytosis; nucleated red cells, poiychromasia and 
punctate basophilia present. She was treated with fresh liver (eight 
ounces daily) and responded rapidly. 

After discharge from hospital she was not seen again for 20 months 
when her blood count was: red blood-cells, 4,300,000; white blood-cells, 
5,000; haemoglobin, 86 per cent; colour index, 0.9; normal differential 
white count, abundant platelets, slight anisocytosis. Normal secretions 
were still found on fractional gastric analysis. She had not had any 
treatment and did not complain of any return of anaemia although she 
had had a full-time normal pregnancy four months previously. After a 
further five months the blood count showed red blood-cells, 5,225,000; white 
blood-cells, 6,250; haemoglobin, 95 per cent; colour index, 0.92. 

She did not attend again until 12 months later, when a similar history 
of another normal full-time pregnancy (eight weeks previously) was given 
without any return of anaemia; treatment had not been given. 

The blood count was : red blood-cells, 5,000,000; white blood-cells, 2,620; 
haemoglobin, 82 per cent; colour index, 0.8; platelets abundant; some 
anisocytosis; no abnormal cells or staining. 


In each of these patients it will be noted that the severe anaemia 
was directly due to the pregnancy and dated from the commence- 
ment of pregnancy and puerperium respectively, while the blood 
counts were of the typical primary (pernicious) type. On the 
other hand, the gastric secretions were normal—a condition of 
extreme rarity in true pernicious anaemia. In both patients 
previous pregnancies had not produced anaemia, while in the 
second patient two subsequent pregnancies had failed to cause 
recurrences, 

Both patients are apparently cured completely with normal 
blood pictures and have not had any treatment for two and four 
years respectively. These are definite cases of ‘‘pernicious”’ 
anaemia of pregnancy. 


TRUE PRIMARY (PERNICIOUS) ANAEMIA ASSOCIATED WITH 
PREGNANCY. 

In this group are included those cases in which (a) pregnancy 

has occurred in patients known to have pernicious anaemia and 

(b) those cases in which true primary (pernicious) anaemia has 





300 Journal of Obstetrics and Gynaecology 


been found in pregnant or parturient women. In the first sub- 
group no doubt arises, since the pregnancy has occurred atter 
the diagnosis of pernicious anaemia, often years previously. 

I have found that in a series of 290 cases of pernicious anaemia 
treated at the Manchester Royal Infirmary during the years 1927 
to 1931 the sex proportion was females to males as 1. to 1.07; of 
the 140 females 23.85 per cent were between 20 and 4o years of 
age and 50.7 per cent between 20 and 50 years of .age when first 
coming under observation, It is very reasonable to anticipate 
that pregnancy may occur in some of these patients, particularly 
when it is realized that the amenorrhoea and diminished fertility 
frequently associated with pernicious anaemia are much improved 
in most patients when the anaemia is successfully treated.** 

Gallupe and O’Hara, in 1924,7' observed that: ‘‘The occur- 
rence of pernicious anaemia during child-bearing is spoken of in 
a manner that suggests that there is some cause and effect relation- 
ship between the two conditions, but we can find nothing in the 
literature to suggest that the relation between these two conditions 
is anything more than one of coincidence.’’ This has been 
noticed by others. 

(a) Pregnancy following diagnosis of pernicious anaemia. 

The rarity of the association of true primary pernicious 
anaemia with pregnancy has been stressed (see references 1, 20, 
30, and others, vide supra), but Heim** describes a case in which 
pregnancy occurred during a remission in pernicious anaemia, 
although the data of the case prior to the pregnancy are lacking. 

It is a little difficult to understand why such dogmatic state- 
ments should be made unless we assume that prior to 1926 and 
1927 the majority of cases of pernicious anaemia died within six 
months to two years of diagnosis, the general condition . or 
diminished fertility preventing pregnancy. During the last five 
or six years, however, the successful treatment of pernicious 
anaemia, first by liver** and later by hog’s stomach,** has entirely 
changed the prognosis, so that these previously invariably fatal 
cases now regain and maintain normal health on adequate treat- 
ment. In consequence it is to be expected that at least some women 
who have had pernicious anaemia will become pregnant. 

I have had the opportunity of observing such occurrence in 
three cases of definite and typical primary pernicious anaemia 
which have been under regular observation and treatment for from 
one to three years prior to the first pregnancies. 

The following case illustrates the small group of individuals 
with true primary pernicious anaemia associated with subsequent 
pregnancy. 
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Cask A, B. A married woman, aged 29 years, had been quite well until 
January, 1927, when she was in bed for three weeks suffering from marked 
jaundice, nausea, vomiting, and pyrexia associated with dark urine and 
clay-coloured stools. She recovered, and was well until recurrences took 
place in January and June, 1929, when she complained for the first time 
of marked weakness in the arms and legs, numbness and increased attacks 
of vomiting. She lost weight and had slight flatulent dyspepsia and 
amenorrhoea. Her appetite was good and the bowels were regular. There 
was not any history of sore tongue or diarrhoea, There was nothing 
relevant in the previous medical or family histories. 

On admission to hospital in August, 1929, she had a marked yellow 
colour with anaemia, her tonsils and spleen were enlarged, there was an 
upper denture, her lower teeth were good, her liver was normal, bilateral 
retinal haemorrhages, she weighed six stones five pounds. Her heart was 
enlarged and systolic bruit was present over the praecordium, her blood- 
pressure was 115/54. Fractional gastric analysis showed achylia gastrica. 

Blood count: red blood-cells, 860,000; white blood-cells, 3,300; haemo- 
globin, 18 per cent; colour index, 1.1; scanty platelets ; marked anisocytosis 
and poikilocytosis ; polychromasia, punctate basophilia, normoblasts, and 
megaloblasts present. Haemolysis commenced 0.42 per cent, complete 0.32 
per cent, saline. : 

She was given a blood transfusion (400 ¢.c.) and put on to one ounce 
daily of desiccated hog’s stomach. The clinical condition rapidly improved, 
and she was discharged from hospital with a blood count of red blood-cells, 
3,270,000; white blood-cells, 5,200; haemoglobin, 65 per cent; colour index, 
1.01; platelets abundant; some anisocytosis and slight poikilocytosis, no ab- 
normal cells on staining. She was seen regularly at monthly intervals and, 
eight weeks later, her red blood-cells were estimated to be 5,290,000, and the 
haemoglobin, 90. per cent. Her menstrual periods returned but became 
irregular and scanty in March, 1929, when she was found to be about three 
months’ pregnant. ‘The dose of desiccated hog’s stomach, which had been 
reduced to half an ounce, was increased to three-quarters of an ounce and, 
later, to one ounce daily. Monthly blood counts were made. At no time 
during the period of gestation did the count fall below red blood-cells, 
4,200,000; and haemoglobin, 78 per cent. Two weeks before the partu- 
rition the count was: red dlood-cells, 4,260,000; haemoglobin, go per cent; 
white blood-cells, 5,900; and colour index, 1.05. Parturition was normal, 
rapid, and a full-time male child (six pounds, 12 ounces) was delivered. 
Three weeks later the blood count showed: red blood-cells, 4,440,000; 
haemoglobin, 78 per cent; white blood-cells, 4,800; colour index, 0.9 

Fourteen days later the count was: red blood-cells, 5,180,000; white 
blood-cells, 4,800; haemoglobin, 86 per cent; colour index, 0.85. She has 
continued to take half an ounce of desiccated hog’s stomach daily, and 
after 12 months the blood picture is : red blood-cells, 4,300,000; white blood- 
cells, 5,000; haemoglobin, 80 per cent; and colour index, 0.98. 

The bldod counts of the child were, at the age of three weeks: red 
blood-cells, 4,056,000; white blood-cells, 4,000; haemoglobin, 96 per cent; 
colour index, 1.2; marked anisocytosis and poikilocytosis ; abundant plate- 
lets. At the end of 12 months the blood count was: red blood-cells, 
4,480,000; white blood-cells, 9,300; haemoglobin, 72 per cent; colour index, 
0.8; slight anisocytosis and poikilocytosis ; abundant platelets. 
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It is interesting to observe in this connexion that both Heim** 
and Offergeld*® state that newborn children of women suffering 
from pernicious anaemia have anaemia; on the other hand, those 
from women with pernicious anaemia of pregnancy do not.® ' * 
(b) True pernicious anaemia in pregnancy. 

In this smalier sub-group the differential diagnosis of per- 
nicious anaemia with pregnancy from ‘‘pernicious’’ anaemia of 
pregnancy requires more care, and is more easily confirmed after 
prolonged observation following parturition. This includes cases 
of pernicious anaemia arising during pregnancy or the puerperium 
not previously diagnosed but probably occurring in women either 
predisposed to develop pernicious anaemia or else already in a 
condition of latent pernicious anaemia. 

While the proof of a correct diagnosis is not easy, there is 
not any doubt at ali about this in several of the cases which have 
been under investigation prior to the pregnancies. 

I have already shown that heredity is a very important factor 
in the aetiology of pernicious anaemia, while in an examination 
of a large number of patients with pernicious anaemia and their 
relatives it was found that at least 24 per cent had gastric impair- 
ment—achylia or achlorhydria.®' This latter is of considerable 
significance and indicates the advisability of periodical examina- 
tions of such relatives, especially females during the child-bearing 
period. It has been my custom to carry out regular investigations 
on as many as possible of the relatives of patients with pernicious 
anaemia. In consequence of this it has been possible to keep 
under observation several women who are the subjects of gastric 
achylia with blood pictures of normal appearance, but who 
occasionally complained of varying symptoms such as vague dys- 
pepsia, Eventually pregnancy has occurred, and in two patients 
typical pernicious anaemia has developed subsequently. 

The following cases iliustrate this point. The father of the 
first woman had pernicious anaemia and she had achlorhydria, 
thus suggesting a strong liability to develop pernicious anaemia 
under suitable conditions of strain on the haemopoietic tissues. 

The second woman had a vague history of anaemia and dis- 
turbed menstrual functions for 14 years, but she had not come 
under my observation during that time and no blood or other 
investigations had been carried out. Pregnancy, however, broke 
down the residual haemopoietic resistance and the latent anaemia 
became a definite pernicious anaemia. 

Cask I. O. A married woman, aged 31, was seen by me on July 16th, 
1930, in the course of an investigation into the relatives of patients with 
pernicious anaemia. Her father suffered from this condition and she 
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complained of flatulent dyspepsia, ‘nerves’? and occasional cramps in the 
right foot. She had always been subject to ‘“‘biliousness and sick head- 
aches,’’ but there was not any history of sore tongue, diarrhoea or anaemia. 
She had one child which was quite well, and parturition had been normal 
four years previously. 

Examination did not disclose anything abnormal except achylia gastricia 
on fractional gastric investigation. The blood count was: red blood-cells, 
4,400,000; white blood-cells, 6,7¢c0; haemoglobin, 85 per cent; colour index, 
0.97; Slight anisocytosis, abundant platelets, no abnormal staining. 

She was treated with a mixture containing half a drachm of hydrochloric 
acid and pepsin, gaining much relief. She was kept under regular obser- 
vation, during which time she became pregnant, having an occasional return 
of the sickness and headaches. Blood counts showed a slowly increasing 
degree of anaemia until parturition (Oct. oth, 1931), which was normal and 
rapid. She was not seen until three weeks later when the blood count was 
typical for a moderate pernicious anaemia; showing red blood-cells, 
3,420,000; white blood cells, 6,6co; haemoglobin, 76 per cent; colour index, 
1.12; anisocytosis and poikilocytosis present; platelets reduced, but no 
abnormal staining reactions observed. 

She complained of considerable flatulence, indigestion, paraesthesiae in 
legs and feet, and nervousness. She was put on to the acid and pepsin 
inixture again together with half an ounce daily of desiccated hog’s stomach 
(Boots). At the present time her blood count is : red blood-cells, 4,500,000 ; 
white blood-cells, 7,400; haemoglobin, 90 per cent; colour index, 1.0. 

The child (male) weighed 10 pounds and had a blood count of: red 
blood-cells, 4,340,000; white blocd-cells, 8,600; haemoglobin, 94 per cent; 
colour index, 1.1; slight anisocytosis; platelets present. 


Case E. M. A married woman, aged 32 years, was admitted to hospital 
complaining of dyspnoea on the slightest exertion, frequent attacks of 
dizziness and fainting, increasing pailor, progressive anaemia, nausea, pain 
in the left side of the abdomen and paraesthesiae in the lower limbs. There 
had not been any vomiting, diarrhoea, indigestion or sore tongue. 
The menses had always been irregular and scanty, commencing at 18 years 
of age. She had a miscarriage at 19 years of age and had never been well 
since, being ‘‘always anaemic.’’ She first noticed the increasing pallor 
and dyspnoea during the puerperium following a full-time pregnancy seven 
months previously. There was nothing relevant in the family or previous 
medical history. 

On admission to hospital the patient presented an extreme yellowish 
pallor of the skin and mucous membranes. Her tongue was fairly clean ; 
there was not any glossitis; she had artificial teeth. There was a haeimic 
systolic murmur over the praecordium. Her spleen was enlarged, normal 
reflex responses were present but she had an impaired sensation to ‘‘pin- 
prick,” ‘hot and cold,” ‘light touch” in the lower limbs from the lower 
third of the thighs distally. 

Test meal: achylia gastrica. 

Blood count (May 14th, 1930) : red blood-cells, 650,000, white blood-cells, 
4,100; haemoglobin, 17 per cent; colour index, 1.4; polymorphonuclears, 
61.0; lymphocytes, 34.0; large mononuclears, 3.5; eosinophils, 1.5; baso- 
phils, 0.0; platelets very scanty; very marked anisocytosis and _poikilo- 
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cytosis ; polychromasia and punctate basophilia; normoblasts and megalo- 
cytes present in large numbers. 

She was given a blood transfusion (20 ounces; group IV) and put on 
to eight ounces of fresh liver daily. She responded immediately and six 
weeks later (June 4th, 1930) was discharged from hospital with a blood 
count of : red blood-cells, 4,650,coo; white blood-cells, 5,300; haemoglobin, 
72 per cent ; colour index, 0.8; platelets abundant ; no anisocytosis or poikilo- 
cytosis or abnormal staining. 

She was not seen again for six months, during which time she had 
discontinued all treatment. She was re-admitted to hospital in a severe 
relapse, with paraesthesiae of the hands and feet, diarrhoea, and indigestion. 
Her blood count was: red blood-cells, g00,000; white blood-cells, 1,400; 
haemoglobin, 21 per cent; colour index, 1.1. 

Her condition was very grave, blood transfusion being impossible 
owing to a very strong auto-haemagglutination. She was given, therefore, 
an intravenous injection of five cubic centimetres daily of a highly con- 
centrated liver preparation, Hepatex P.A.F. (kindly supplied by Evans’s 
Biological Institute, Runcorn), with a remarkable response (Chart III). She 
received in all 4o cubic centimetres (equivalent to Sco grammes of fresh 
liver) during eight days with a rapid and 


satisfactory inerease in 
the reticulocytes to 41.8 per cent. 


Her condition began to improve within 
24 hours of the commencement of this therapy and progressed steadily, 
with concurrent rise in the red blood-cells and haemoglobin. After an 


interval of four days without treatment she was put on to desiccated hog’s 


stomach (30 grammes daily) and the improvement continued steadily and 
progressively. She was discharged from hospital nine days later. 

On November 14th, 1931, her red blood-cells numbered 5,290,000; her 
white blood-cells, 7,900; the percentage of haemoglobin was 96 and the 
colour index 0.9. This has been maintained by a daily dose of half an ounce 
of desiccated hog’s stomach (Boots). 


‘TREATMENT. 

Until relatively recently the different methods of treatment 
recommended for ‘‘pernicious’’ anaemia of pregnancy were as varied 
and uncertain as those for pernicious anaemia. That the uterus 
should be emptied was generally agreed, but further therapy 
consisted in arsenic, with or without iron, 


in various forms, 
colloidal antimony trisulphide,'* serum, 


vaccines, °* repeated 
intramuscular or subcutaneous injections of whole, defibrinated 
or citrated blood in small quantities of 30 to 100 ¢.c.4% ®& 7 1% 1% 2? 
or massive doses of 500 c.c. (Schmidt,°' Voron and Pigeaud,* 
and others). 

The results of such treatment have already been discussed 
(vide supra). Recurrence was prevented in two patients by 
artificial sterilization, but this is hardly justified.?® *° ¢P. 1% 

With the introduction of the liver treatment for pernicious 
anaemia™* in 1926, a new era began with a complete reversal 
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of the prognosis. Relatively few cases have as yet been re- 
corded following the application of this therapy for pernicious 
anaemia of pregnancy,* ”’. '*. '7; 4* but the results, as a rule, have 
been fairly good, especially in association with blood transfusion. 
One patient who did not respond had a positive Wassermann 
reaction.”’ 

More recently, hog’s stomach** was introduced for the treat- 
ment of pernicious anaemia, and in this paper the first cases to 
be treated with this substance in association with pregnancy are 
described. The results are extremely satisfactory and the prog- 
nosis, so far, appears to be excellent. 

It is essential that adequate amounts of desiccated hog’s 
stomach should be used (as a rule, this implies one ounce by 
weight daily in cold milk or water). It is also essential that an 
active preparation should be employed.*’ 

Thus for both ‘pernicious’? anaemia of pregnancy and true 
primary pernicious anaemia with pregnancy liver and stomach 
constitute suitable forms of treatment, the latter being more 
active, palatable, and cheaper besides offering a smaller protein 
intake for these cases. 


It happens occasionally that extremely severe cases of per- 
nicious anaemia are encountered exhibiting auto-haemageglutina- 


tion: blood transfusion in such cases is strongly contra-indicated. 
A rapid and suitable therapy ts available in the intravenous or 
intramuscular use of the highly concentrated protein-free prepara- 
tion, Hepatex P.A.F.°° 

It is essential, however, that the anaemia should be of the 
pernicious type with high colour index for these forms of treat- 
ment to be of outstanding benefit. 

Ordinary ‘‘secondary’’ anaemia and post-haemorrhagic anaemia 
respond better to large doses of iron (such as iron and ammonium 
citrate or Blaud’s pills-—60 to go grains daily). 


SUMMARY. 

1. The association of pernicious anaemia with pregnancy has 
been considered. ; 

2. Several cases of true primary pernicious anaemia have been 
described in association with, but not due to, pregnancy. The 
patients have been under observation and treatment for several 
years and have kept in normal health. 

3. One patient with familial achlorhydria (and related to a 
patient with pernicious anaemia) and two .with latent pernicious 
anaemia have been observed to develop frank primary pernicious 
anaemia as a result of the gravid state, 
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4. Two cases of ‘‘pernicious’’ anaemia of pregnancy have been 
described. They had typical blood counts for a primary anaemia, 
but had normal gastric secretions. Both were cured by suitable 
treatment and relapses have not occurred following discontimu- 
ance of this, although subsequent pregnancies have been observed 
in one of them. 


- 


5. A rapid and suitable form of treatment for both forms of 
pernicious anaemia consists of the administration of one ounce 
daily of desiccated hog’s stomach. Patients with true primary 
pernicious anaemia must continue this treatment indefinitely on 
adequate maintenance doses ; patients with ‘‘pernicious’’ anaemia of 
pregnancy are able to discontinue it after the blood count has 
returned to normal. 


6. A very rapid and sate method of treating extremely severe 
cases of pernicious anaemia associated with pregnancy, using 
highly potent liver preparations intravenously, is also described ; 
it is particularly applicable when auto-haemagglutination is 
present. 

7. Relapses have not occurred during pregnancy in a series of 
three women receiving adequate treatment for primary pernicious 
anaemia. This suggests that pregnancy can therefore be per- 
mitted in such women with pernicious anaemia provided that 
suilable treatment is continued throughout. 
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The Classification of Late Pregnancy Toxaemia. 
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THE toxaemias of pregnancy fall easily into two main groups, 
distinguished by their clinical and pathological features and 
according as their chief incidence falls into: (a) the carly months, 
or (b) the later months of pregnancy. 

(a) Under this heading we have hyperemesis gravidarum, 
characterized by excessive vomiting and inanition, and, in cases 


which come to post-mortem examination, by massive degencrative 


changes in the liver. 

(b) Ilere we have the pre-eclamptic and = eclamptic type, 
characterized by the clinical features of hypertension, albuminuria 
and oedema and, in severe cases, convulsions; while among the 
typical pathological changes there are found degenerative changes 
in the kidneys and, especially in the convulsive type, a massive 
degenerative and haemorrhagic lesion of the liver. 

Under (a) and (b) are included the majority of the toxaemias 
of pregnaney, but there are occasionally found cases which partake 
of the characters of both. 

(c) This combined group is usually found in the later months 
of pregnancy. The cases are uncommon and, in association with 
persistent vomiting, we tind albuminuria, and, occasionally, 
hypertension, Post-mortem there are liver lesions similar to those 
found in hyperemesis gravidarum with, in addition, degenerative 
changes in the renal epithelium. “Phis group merits closer study 
than it has received, to discover how far, in the possession of 
features common to both, i constitutes a link serving to unite the 
Iwo types. 

We may thus classify the toxaemias of pregnaney as tollows : 

1) Poxaemia of early pregnancy. Pype--hvperemesis gravi- 
darum., 
Poxaemit of late) pregnanes Pvpe 
eclampsia. 


(c) Combined toxaemeina 
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In this place we are concerned specially with the study of the 
toxaemic phenomena characteristic of the later months of preg- 
nancy which have been described, clinically, as the albuminuria 
of pregnancy, hypertension without albuminuria, pre-eclampsia, 
eclampsia, recurrent toxaemia and chronic nephritis of pregnancy 
or nephritic toxaemia, 

There has, until recent times, been implicit in our clinice 
descriptions the view that within the total phenomena there are 
included several Processes to be distinguished on a basis both ot 


re: mn men 
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t pad 


their symptomatology and their pathology. In 


ledge, however, has tended to narrow down these distinctions and 
it has even come to be a question as to how far the entire range 
of phenomena do not in reality connote varying manitestations of 


the same process differing in degree but not in essence or in cause. 


RECURRENCE OF TOXAEMIA AND CHRONIC NEPHREEIS COMPLICA 
PREGNANCY. 


The discovery, within recent years, of the high incidence of 
recurrence in) succeeding pregnancies exhibited by the pre- 
cclamptic and eclamptic toxaemia has contributed to clearer 
understanding of the whole position. In our first communication 
on this question, published in 1927, we showed a recurrence rate 
of 31.9 per cent in cases of eclampsia, and 35.0 per cent in cases 


=~ 


of pre-eclampsia. In a second paper? we recorded 62 toxic pre 


nancies out of a total of 144 subsequent completed pregnan 


‘1 
in women who had suffered from pre-eclampsta or eclampsia, thict 
is, 43 per cent. In a more recent study of the subsequent and 
completed pregnancies in S4 such cases we found an even ule 
proportion of recurrence, namely, O7 1M 120, oF 55.8 per cent. 

It is important to recognize the fact that in this phenomenon © 
recurrence we are dealing with a recrudescence ot the specttte 
disease in the subsequent: gestations affected. Phat there is) no 
dubiety on this potnat, at least in regard to eckumpsta, is shown by 
the fact that out of a total of Sg eckunptie women we found that the 
toxaemia recurred as cclampsia i pine, that is, to per cent. Othe 
observers have recorded similar tindings.  Ehbus, the ture given 
by Peekham? for Whitridge Williams's elite ts tour per eent, whit 
Rucker! has recently found that 7.5 percent ot go cases ot eclampsia 
had a recurrence of this condition within three vears. Phe tact 
that eclampsia can reeur in stich comparitively high) proportions 
mav be taken as evidenee that a trie pre-eclampsta can also recu 


and in-even Tigher tetdenee. Teas neeessary to emphasize thes 
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facts in view of the somewhat loose way in which we sometimes 
hear a toxaemia in succeeding pregnancies spoken of as originating 
in nephritic disease. 

It is important that we should carefully analyse the relation 
existing between kidney disease and the toxacmias, as a failure to 
recognize the nature of this relation has been, and _ still 1s, 
responsible for much confusion in thought and in classification. 
This confusion is a natural legacy from the time when the early 
observers, finding albumin in the urine and degenerative lesions 
in the kidneys, invoked a renal cause for the toxaemia just as, at 
a later time, the discovery of massive degeneration in the liver 
vave rise to the hepatic theory of eclampsia. The discovery that 
in the total pathology of the condition the kidney and the liver 
merely share in a widespread degenerative lesion which also in- 
volves, among other organs, the heart and the brain, soon led 
to the reorientation of outlook which expresses itself in the modern 
conception that pre-eclampsia and eclampsia owe their origin to 
some specific and still unknown toxic elements which are elaborated 
in the pregnant organism. The recognition of the specific character 
of the phenomenon and its origin must necessarily imply that 
when eclampsia, or its precursor pre-eclampsia, develops in a 
recurrent fashion the fact of recurrence cannot modify in any way 
our view of the genesis of the process, 

Despite considerations of this kind, which would seem to 
emerge as an axiomatic finding from an analysis of the data, there 
are some observers who sill attempt to interpret recurrence in 
terms of nephritic disease and, by inverting the secondary relation 
which the kidney disease is known to possess, to attribute to it 
the capacity of engendering a true recurrent attack. Before the 
fact of recurrence was recognized it was commonly stated in the 
textbooks that eclampsia and pre-cclampsia were rare in subsequent 
pregnancies, and it was asserted that this arose from the immunity 
conferred by the first attack. At a time when this belief was uni- 
versal it was natural that the large number of women who had 
“toxaemia’? in successive pregnancies should be thrown into a 
quite separate category, and that the chronic kidney disease they 
were often found to possess should be utilized as the basis for the 
class of “nephritic toxaemia’? created for their reception. 

It is true that women with recurrent toxaemia frequently exhibit 
indisputable evidence of a chronic kidney lesion, They reveal this 
in their blood chemistry, in the possession of albuminuric retinitis, 
and so on. On the other hand they may not, either during their 
non-pregnant intervals, or during the actual toxic pregnancy, 


reveal any signs of a chronic lesion and, if they succumb to a fatal 
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attack, there may, at the post-mortem examination, be found the 
usual acute secondary nephritis without any evidence of a chronic 
change. 

An understanding of these facts is not difficult and it brings 
with ita means of dissipating the confusion which has surrounded, 
and still sometimes surrounds, the whole question. The circum- 
stance that dominates the issue is that just as pre-eclampsia or 
eclampsia can produce an acute kidney lesion so, when the damage 
is sufficiently great or sufficiently prolonged, it can produce an 
irreparable change in the kidney parenchyma. Our own investi- 
gations have revealed a three per cent incidence of chronic nephritis 
after eclampsia and an cight per cent incidence after pre-eclampsia. 
Some observers report a much higher rate. Thus, Whitridge 
Williams states that in his clinte Peckham’ found chronic nephritis 
in 17 out of 74 eclamptic women (23 per cent) who were restudied 
one or more years after the attack. It thus becomes obvious that 
some women who develop a recurrence of eclampsia or pre- 
eclampsia will be found to have chronic nephritis, while in others 
this will be absent, and that there is nothing to suggest that the 
presence of this lesion can, in any specific way, lead to a repro- 
duction of the disease, although, of course, its existence adds to 
the gravity of the prognosis in the event of recurrence. Another 
consideration of great importance emerges naturally from the facts, 
namely, that the more frequently a woman has a recurrence of her 
toxaemia the more likely will she be to develop a chronic nephritis. 
In this way we amply account tor the type of case which is not 
uncommon in any large clinic, the woman who, with a history et 
repeated toxaemia pregnancies, has well-marked and persisting 
cardio-renal disease. 

In our experience it is usually comparatively easy in such women 
with chronic nephritis complicating a toxic pregnancy to date the 
origin of the trouble to some preceding pregnaney in which the 
initial damage was sustained. Even in those cases in which this 
relationship is less apparent we may confidently assume, from the 
considerations just advanced, the existence of a damage to. the 
kidney sustained during one of the previous toxaemic gestitions 
Which constitute the disastrous sequence ta such women. tn othe: 
words, the lack of a clear history of the obstetric pedigree tor the 
nephritis is inadequate reason tor denving the existence of this 
pedigree. 


CLASSIFICATION OF \VHIPRIDGE WILLIAMS AND STANDER, 
The viewpoint which we have thus outlined ts at variance with 
the views of some other observers, notably \Whitridge Williams 


and his co-worker, Stander, who have devoted considerable study 
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to the classification of the toxaemias and whose opinions, there- 
fore, merit the closest attention. Unlike us, these workers regard 
the kidney as playing a dominating role in the production of 
pregnancy toxaemia. According to them, about 67 per cent of 
cases exhibiting late pregnancy toxaemia fall into two categories 
which they describe under the terms ‘‘low reserve kidney,’’ and 
“chronic nephritis complicating pregnancy,’ while — pre- 
eclampsia and eclampsia constitute no more than about 24 per 
cent of the total. In other words, in their view, disturbed renal 
function as an aetiological agent in the total group of Cases is over 
three times more active than a true specific toxaemia. 

This attitude is thus seen to diverge greatly from the views 
which we have long taught and which we have enunciated above. 
“Low reserve kidney’? is the term applied by Williams and 
Stander to about 36 per cent of their cases. They define it as 
a condition which ‘tusually appears during the last third of preg- 
nancy, and may or may not be accompanied by subjective 
symptoms. In many cases the patient notices oedema of the ankles 
and legs, complains of some headache and general malaise, but 
does not feel seriously ill. Occasionally all subjective symptoms 
are lacking, so that the condition would escape observation were 
the blood-pressure not taken and the urine not examined as part of 
the routine pre-natal care. The blood pressure is always elevated, 
and albuminuria is usually present, along with a few casts. The 
characteristic feature of this condition is that the blood-pressure 
does not attain a great height, as the systolic rarely exceeds 160 
and the diastolic go millimetres, and that the albumin content does 
not exceed two grammes per litre, and frequently is only a fraction 
of one gramme... The low reserve kidney is usually alleviated 
by rest in bed and a restricted diet, and disappears spontaneously 
within two or three weeks following delivery. It may, or may not, 
recur in subsequent pregnancies and, when it does, it presents the 
same mild clinical picture. In other words, it does not tend to 
become aggravated, and if properly treated is not followed by 
eclampsia or chronic nephritis... The oedema is explained by 
supposing that the capillaries have become more permeable, as the 
result of the action of some ‘toxin’ peculiar to pregnaney.”’ 

It will be seen from the description that this state differs in 
no material way -in regard to its essential symptomatology, its 
time of onset, its tendency to recurrence, its tendency to develop 
Into eclampsia or to produce chronic nephritis and even in its 
attribution to the “toxin peculiar to pregnaney from the milder 
grade of pre-eclampsia. lor sueh reasons we see no useful purpose 


to be served, in the present state of our knowledge, by placing: it 
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in a special class by itself. We believe, further, that to classify 
separately a condition possessing no sanction in symptomatology 
or pathology to justify this step tends to add confusion to the whole 
subject. 

At the same Ume it is, of course, known that albuminuria may 
develop in pregnancy from extraneous causes, such as exertion 
and fevers, without any evidence of a specific toxaemia, and in many 
of the slighter and transient cases it is possible that we are dealing 
with a true slight functional ‘‘break-down’’ arising from factors 
other than such a toxaemia. Such conditions do not come into 
our classification, as they are essentially unrelated to the states 
we are considering. 

Williams and his co-workers have, further, in their classifica- 
tion given to “chronic nephritis complicating pregnancy’ a 
place which differs materially from that suggested in our scheme 
and we must, therefore, briefly consider the basis of these ditler- 
ences. These observers state that this condition is, next to low 
reserve kidney, the most frequent tvpe of toxaemia, making up 
about 2g per cent of their total. According to Williams: ‘‘In 
most instances the chronic nephritis antedated the present 
pregnancy and followed scarlet fever, some other infectious pro- 
cess, or a preceding eclampsia. In other instances the first mani- 
festations appear to develop during the course of pregnancy, when 
its recognition is sometimes impossible until some weeks after 
delivery.” 

In respect to the first factor laid down by Willtams, it is our 
experience that a chronic nephritis during pregnancy can very 
rarely be traced to a previous scarlet fever or other infective disease. 
During a period of six vears, when all our toxaemias have been 
subjected to an intensive study, we have not found, among several 
hundreds of cases, more than four or, perhaps, five such cases. 
The fact, moreover, that in our large clinic we have many oppor- 
tunities of recognizing the first onset of toxaemia in primigravidae, 
when it occurs in the dominatingly common torm of an easily 
recognized pre-eclampsia or eclampsia, has satistied us of the 
extreme rarity of a primary nephritis as an aetiological tactor. 
Moreover, in the few cases studied by us tin which there has been 
such a primary nephritis complicating pregnaney, we have not 
seen reason, on account of the clinical features, to classify such 
cases as true pregnaney toxaemia., At the same time the scareits 
of material has prevented us from judging how far, tf at all, such 
a primary kidney lesion can predispose to a specific toxaemia, tn 
the meantime we do not consider that anv useful purpose is served 


by including such cases among the toxaemic stites of pregnancy. 
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With regard to the remaining causal factors given by Williams 

a preceding or a current toxaemia—it is evident that his 

description coincides with our own. Here the chronic nephritis 

is secondary to the specific toxaemia and, in our opinion, it should 

accordingly appear as a complication of this state of the same order 

as acute nephritis and not, as Williams insists, under a separate 
classification in which its significance is obscured. 

In the special section devoted to chronic nephritis compli- 
cating pregnancy Williams states that this ‘tis the underlying 
factor in certain women who repeatedly give birth to premature 
infants, and who present a history of being perfectly well up to 
a certain period of pregnancy, when oedema, high blood-pressure, 
and albuminuria develop. In such cases the symptoms may persist 
for months after delivery, but eventually disappear, to reappear 
in each succeeding pregnancy . . . it is assumed that there is 
something connected with pregnancy which leads to its exacer- 
bation and this leaves the patient in increasingly worse condition 
after cach suceeding pregnancy. — In the cases which come to 
autopsy the usual lesions of chronic nephritis are present, to which 
are added acute degenerative changes in the convoluted tubules. 
No acute degenerative changes are noted in the liver. The placenta 
nay be normal, or may be occupied by large red or white infarcts. 

. The general condition of the patient gradually becomes more 
serious as term is approached. In rare instances typical uremic 
coma may develop, occasionally a true eclampsia may become 
engrafted upon the nephritic process . a 

In this, and in the complete account from which it is quoted, 
there is not, in our view, any cardinal feature that serves to 
demarcate off the condition from the state of those women in whom 
all the clinical and structural changes spring from a true pre- 
eclamptic or eclamptic toxaemia. Thus, we have repeatedly 
referred to the high abortion and premature birth-rate, and to the 
tendency to placental infarction found in women subject to the 
unaequivocal eclamptic type of toxaemia, Further, as we have 
pointed out, it is our experience that a careful study of the 
case-histories of such women usually reveals clear reasons for 
attributing the nephritic disease to the current or to a preceding 
pregnaney. Moreover, the exacerbation during pregnancy, to 
which Williams refers, is to be accounted for by the pre-eclampsia 
or the eclampsia that in this class of women tends to recur, as 


Williams himself admits in another section of his textbook. 


Phere is one striking feature which Williams emphasizes, in 


the deseription of these cases, which merits special consideration, 
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This is the frequency with which, in the interval between their 
toxaemic pregnancies, there may be apparent sound health with no 
albuminuria, hypertension or other evidence of organic disease ot 


the kidney. As we have already seen, this is a common discovery 


in true recurrent toxaemia in which the fact of recurrence is not 
dependent upon a chronic nephritis, when, indeed, at the post- 
mortem examination in such a case there may be no evidence of 
a chronic renal lesion. Conversely, therefore, the existence of such 
_a chronic lesion in women with recurrent attacks cannot be con- 
strued as necessarily. implying that these arise from this lesion. We 
have seen, for example, that a true eclampsia tends to recur in 
succeeding pregnancies to an appreciable degree. From considera- 
tions of this kind we have felt constrained to conclude that, by 
emphasizing the role played by the kidney, Williams has postu- 
lated a factor which is non-essential in the sense that the phenomena 
are capable of being adequately explained without its aid. 

While thus clearly emphasizing the purely secondary part 
played by the kidneys we have, at the same time, to recognize that 
a toxaemia may, in a woman in whom these organs are defective 
or damaged, be lifted into a clinical significance which it would not 
otherwise possess. Further, there is to be realized the fact that, 
when a woman enters on a toxaemic pregnancy with kidneys the 
excretory functions of which have been impaired by previous toxae- 
mia or from any other cause, the scales are naturally more heavily 
weighted against her. To push the significance of such a previous 
lesion, however, to the extent implied by Gibberd® in his statement 
that ‘‘recurrent albuminuria is merely a result of a subliminal 
pregnancy toxaemia acting ina patient with a low-grade nephritis” 
is neither justified by the data he advances nor is it in accordance 
with the essential facts of the disease. The natural objection to 
such a view is that it presupposes that the recurring toxaemia is 
always subliminal and can only reveal itself by virtue of the co- 
existing renal disease, whereas if we postulate a primary toxaemi : 
at all we must admit that it may oceur ino all) degrees trom 
the slightest or subliminal up to the most fulminating and fatal 
For these reasons Gibberd’s conception ts unjustifiable, and it is 
largely meaningless when we remember that eclampsia recurs cas 
eclampsia in a not inconsiderable proportion of cases. Once we 
recognize the inevitability. of such an admission we come back 
to the standpoint from whieh we started, namely, that, th we postu- 
late a toxaemtia, the renal factor must be considered as entirely 
secondary in its nature in so far as the toxaemic complex is con- 
cerned. 
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It seems unnecessary to stress these various viewpoints further, 
as they emerge from the data from whatever angle we approach 
them, At the same time, in order to make our position clear, we 
must take note, in brief, of one or two points in which Gibberd, 
in the paper referred to above, has criticized our views. We have, 
elsewhere, pointed to the fact that to explain the tendency to 
recurring toxaemia exhibited by some women we must predicate 
an inherent taint that reveals itself in this specific manner during 
each gestation. Gibberd objects that this view is undesirable in 
that it implies the assumption of a new and ‘tan unknown, inborn, 
specific idiosyncrasy to toxaemia’’ without any evidence for its 
existence. This objection is based upon an erroneous interpretation 
of our views in that we, of course, imply no new factor. The factor 
that determines the recurrence is the unknown factor that determines 
the initial attack and which is the object of the earnest study of 
all students of the toxaemic process. Further, we nowhere imply 
a belief in the ‘‘inborn’’ nature of the cause of toxaemia. In point 
of fact we have, in our previous papers, emphasized the cardinal 
significance of the finding that the taint may reveal itself for the 
first time only after there have been quite normal pregnancies, 
that is, it may be acquired. It thus becomes obvious that by a 
misreading of our thesis -a misinterpretation which is not easy to 
understand, having regard to the case taken by us to emphasize 
the basic arguments—Gibberd engages himself in a demolition of 
a proposition which he attributes to us but which, in reality, proves 
to be a creation of his own fancy. 


SUGGESTED CLASSIFICATION—PRE-ECLAMPSIA AND ECLAMPSIA. 


In conclusion we would suggest that an analysis of all the 
available data justifies the adoption of a simplified classification of 
late pregnancy toxaemia under one single group, viz., Pre- 
eclampsia and Eclampsia. It is our belief that under such a heading 
are embraced all the conditions variously described under the terms 
albuminuria of pregnancy, pre-eclampsia, eclampsia, recurrent 
toxaemia and nephritic toxaemia or chronic nephritis complicating 
pregnancy. At the same time it has to be admitted that the terms 
‘pre-eclampsia’? and ‘eclampsia’? are unsatisfactory in that they 
specify varying clinical manifestations of the same state, which, 
in the common recurrent condition, are mutually replaceable. We 
cannot, therefore, properly speak of recurrent pre-eclampsia or 
recurrent eclampsia but must, in the meantime, retain the term 
recurrent toxaemia. This state of affairs is, perhaps, inevitable 
until we possess some term based upon a recognized aetiology. 
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PART I. 
INTRODUCTION, HISTORY AND A REVIEW OF THE LITERATURE. 


INTRODUCTION, 
DURING the past five vears a considerable number of papers 
on thymophysin has been published on the continent of Europe 
and in the United States of America. We are unaware, however, 
of any literature having been published on this subject in Great 
Britain. This is surprising if it is realized that in Central Europe 
thymophysin is now used, at many hospitals, as a routine measure 
during labour. In this paper we review the previously published 
work and record our observations of its action in 100 cases of labour 
in primiparae. 

History. 

Thymophysin was first prepared in 1926 by Temesvary of Buda- 
Pest. In searching for a drug which would shorten labour he tried 
the effect of an extract of each of the ductless glands upon pregnant 
animals and upon the isolated uterus. He found that an extract of 
the thymus gland, when used alone and in relatively large doses, 
causes a slight, but definite, increase in the strength of the contrac- 
tions of the isolated uterus. These contractions are less intense than 
those produced by an extract of the pituitary gland, but thev are 
more rhythmical and they last longer. Miiller and del Campo later 
showed that such an extract from the thymus gland inhibits 
muscular fatigue and increases the strength of the muscular con- 
tractions, provided the muscle is not too greatly fatigued before the 
extract of the thymus gland is given. The action of an extract of 
the thymus gland is, therefore, twofold: (1) it slightly increases the 
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strength of the rhythmical contractions of the uterus ; (2) it prevents 
exhaustion of the uterus, if that organ is not already fatigued. 

Having made his observations upon the action of thymus 
extract, Temesvary combined it with pituitrin, the actions of which 
were well known to him. He found that the two substances have 
acomplementary effect upon each other. On the one hand the 
violence of the action of pituitrin on the uterus is reduced, although 
the duration if its action is prolonged. On the other hand, the 
slight increase in the strength and in the rhythm of the uterine 
contractions caused by the extract of the thymus gland is aug- 
mented, while its action in diminishing muscular fatigue remains. 
To the combined preparation, which is composed of equal parts 
of the thymus and pituitary glands, Temesvary gave the name of 
thymophysin. 


A REVIEW OF THE LITERATURE. 

By administering thymophysin to women in labour Temesvary 
found that its action on the uterus of the human female in labour 
is similar to that of its action on the isolated uterus of an animal. 
As the result of his experience in more than 1,000 cases, 
Temesvary considers that the best time for its exhibition is early 
in the first stage of labour; it is useless, he says, if the patient is 
not in labour. If given during the second stage of labour its effect 
is similar to that of pituitrin, while in the third stage it is less 

- efficacious than that drug. He gives a dose of one cubic centimetre 
by intramuscular injection, after which the uterine contractions 
increase in frequency and in intensity. By its use he claims to 
have reduced the average duration of normal labour, in primiparac 
from the usual 16 to 20 hours and in multiparae from 10 to 12 
hours, to two or three hours. 

Temesvary, furthermore, considers that = thymophysin — is 
especially indicated in cases of early rupture of the membranes and 
in elderly primiparac. He refers to the drug as a medical dilator. 
The other indications for its use are stated to be a slightly contracted 
pelvis and unavoidable haemorrhage. Another use to which this 
author has put thymophysin is for the purpose of diagnesing if 
a patient is in labour. On admission to hospital he gives one cubic 
centimetre of thymophysin to the patient. If she is in labour the 
contractions of the uterus at once increase in strength and in fre- 
quency, whereas if she is not in labour this increase does not take 
place. In the latter case, at Temesvary’s clinic, the patient is 
discharged. 

Burchardt used thymophysin in six cases, including one of 
central placenta praevia, one of eclampsia, and one of twin labour, 
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He was impressed by the manner in which the pains were augmen- 
ted, except in the case of twin labour. He usually gave one dose, 
but sometimes this had to be repeated. He was most impressed 
by the rapid delivery of a primipara of 34, in whom the membranes 
had ruptured early. The combined duration of the first and the 
second stages of labour in this case was four hours and 14 minutes. 
In the case of twin labour the drug failed. Burchardt attributes 
this failure to the stretching of the uterine musculature by the twin 
pregnancy, although the third stage of labour was rapid in this 
case. The mother and the child were not harmed. In agreement 
with other authors he thinks the drug is most efficacious if given 
soon after the onset of labour. In a footnote he reports success in 
three other cases. 

Demuth, of the Maternity Clinic of the University of Prague, 
reports 150 cases. 

Two thirds of these were obstinate cases of sluggish uterus and 
early rupture of the membranes. He stresses the value of thymo- 
physin for augmenting the rhythmical and, therefore, the physio- 
logical, contractions of the uterus. At this clinic a trial dose of 
half a cubic centimetre is given to patients whose pains have begun 
feebly, while in those in whom pains are not present, and in those 
in whom the membranes have ruptured early, a dose of one cubic 
centimetre is given. The dose, in either case, is repeated one hour 
later, and sometimes the second dose is larger than the first, 
depending upon the effect of the first. A dose greater than 1.5 
cubic centimetres at a time is never given. Frequently a second 
dose is not required. Thymophysin was used successfully by 
Demuth in 106 out of his 150 cases. In 35 cases the success was 
partial, and in nine cases it failed. The causes of partial success 
were. —— 

1. Inadequate dosage for the sake of caution. 

2. The injections were given too late in labour. 

In those cases in which labour had already lasted 24 hours 
thymophysin was usually ineffective. In such circumstances 
Demuth thinks it is better to rest the uterus by the administration 
of morphia or other sedatives and to withold thymophysin until 
it has been rested. The inability of thymophysin to stimulate a 
tired uterus confirms the observation of Miller and del Campo, 
who claim to have shown, experimentally in animals, that thymus 
extract is only able to stave off muscular fatigue when the muscle 
is not already exhausted. 

3. Prematurity. Attempts to induce premature labour with 
thymophysin did not meet with success, 
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As a means of diagnosing whether a patient is in labour, or 
otherwise, thymophysin was found to be infallible by Demuth. It 
was found to be useless, in his clinic, as a means of inducing, and 
of terminating, abortion. Quinine or small doses of pituitrin are, 
he says, of more value as a means of reinforcing the surgical 
induction of abortion or of premature labour. He agrees with 
Temesvary that the best time to give thymophysin is as early 
labour as possible. In cases in which the uterus has become 
fatigued from too prolonged expectant treatment, or from an 
adynamic first stage, or from toxic damage to its musculature, 
thymophysin is powerless. He considers that the drug should be 
given in all cases of sluggish uterus, especially if the membranes 
have ruptured prematurely. 

This author claims satisfactory results from the use of thymo- 
physin in the second as well as in the first stage of labour. In 
the third stage of labour he prefers preparations of ergot and 
pituitrin, having found that thymophysin is of little value. He 
does not agree with those authors who say that the action of the 
drug is prolonged into the third stage. Demuth has given 
thymophysin to patients with a raised blood-pressure and to patients 
with eclamptic toxaemia, without harm. The children were not 
affected by thymophysin. ‘There were three cases of injury to the 
tentorium cerebelli which, he says, had nothing to do with the 
drug. The soft parts of the mother were not injured more fre- 
quently than usual. Demuth considers that the greatest advantage 
of thymophysin is an acceleration of labour, unnecessary pain is 
thus avoided and the danger of infection is reduced. The results 
were most satisfactory in those women who had previously had 
very prolonged labours. It is particularly indicated in those cases 
in which it is desired to accelerate delivery, and when normal labour 
is to be expected. 

Jarcho, of New York, in reporting 18 cases in which thymo- 
physin was used, expresses the opinion that the best procedure is 
to begin by giving an injection of half a cubic centimetre early i 
labour. This may be followed by an injection of one cubic centi- 
metre if the smaller dose is not effective. He believes that the 
action of thymophysin is continued during the third stage of labour, 
the duration of which is thereby reduced. He did not observe any 
injurious effects upon the mothers or upon the children, and he 
considers that thymophysin ts particularly indicated in cases of 
sluggish uterus. 

Holtz reports encouraging results from the use of the drug in 
cases of exhausted uterus, as well as those of sluggish uterus. He 
agrees with most other authors about its value in the first and 
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second stages of normal labour, but he finds it is useful also in 
premature labour and in abortion, 

Haynes has used thymophysin in 500 cases. He says that there 
are four principal indications for its use: (1) sluggish uterus; (2) 
exhausted uterus ; (3) for the induction of premature labour in cases 
of toxaemia of pregnancy, and (4) for the induction of labour in 
cases of post-maturity, lateral placenta praevia and foetal death. 
He disagrees with Temesvary, Burchardt, and Demuth, in whose 
experience thymophysin is valueless if labour has not begun before 
its administration. When the drug is used for the induction of 
labour the other usual measures, castor oil, quinine, and enemata, 
should be employed also, and the thymophysin should be given in 
doses of a quarter of a cubic centimetre at half-hourly intervals 
for four to six doses. Haynes says that thymophysin does not 
raise the blood-pressure, and he does not consider that eclampsia, 
or any other disease in which the blood-pressure is raised, is a 
contra-indication to its use. 

Graff, like Temesvary, holds that the best results are obtained 
when thymophysin is given in the first stage of labour. He has 
used it successfully in 270 cases. Liebe is of a different opinion. 
Working under Puppel, in Mayence, he came to the conclusion 
that the most important indication for its use is uterine exhaustion, 
and he used it successfully in 84 cases of this condition. He does 
not think that there is any difference between its action and that 
of any other preparation of the pituitary gland during the first stage 
of labour. Ele recommends the drug in cases of inevitable abortion. 

Lauritzen expresses himself in agreement with Temesvary about 
the indications and about the time at which it should be given. 
Kekete does not think that thymophysin leads to foetal asphyxia, 
and he has found it satisfactory in the first and second stages of 
labour. In his opinion thymophysin possesses the disadvantage 
of causing vaso-constriction. He therefore uses a modified 
preparation of thymophysin called uterothym. Uterothym does 
not cause vaso-constriction; it possesses the other properties of 
thymophysin,. 

All the above-mentioned authors have obtained successful and 
satisfactory results from the exhibition of thymophysin to women 
in labour. While thev differ about the indications, the dosage, 
and the best time for its exhibition they are in general agreement 
that it is indicated in normal labour and under certain abnormal 
conditions. = Importance must be attached to opinions of such 
workers as Pemesvary, Haynes, Demuth and Graft; for they have 
had experience ina very large number of cases. There is, however, 


a small number of authors who are opposed to the routine use of 





Thymophysin 


thymophysin in normal cases. Knaus criticizes Temesvary’s 
experimental work. He is answered by Temesvary in a subsequent 
paper. Kohler and Porges raise various theoretical objections to 
the use of the drug and describe cases of foetal asphyxia, due, in 
their Opinion, to the powerful uterine contractions initiated by 
thymophysin. Pachner reports a case of rupture of the uterus after 
the injection of the drug, which was, in his opinion, one of the 
factors which caused the rupture. He is against the use of thymo- 
physin in normal cases, but recommends it when indicated, and if 
used cautiously. Schoeneck and Schoeneck used thymophysin in 35 
cases. In four of these they found that its action was identical with 
that of pituitrin which produces tetanic uterine contractions. The 
following abnormalities occurred in their series of cases : —One case 
of internal contraction ring, two cases of post-partum haemorrhage, 
two cases of prolapse of the umbilical cord, and one case of foetal 
distress. Although these abnormalities could not all be proved to 
be due to thymophysin, these authors do not favour its use and they 
regard it as a very powerful uterine stimulant. Rucker conducted 
experiments on the action of thymophysin in four cases. He 
recorded the intra-uterine pressure by means of Voorhees’s bag. 
His conclusions are similar to those of Schoeneck and Schoeneck. 
The uterus, he says, does not relax between the contractions, which 
are tetanic in character. It is a dangerous drug, in his opinion, 
and it should be used only when indicated, and then in small doses. 
Bauer has used the drug in cases of uterine inertia. He concludes 
that it is not a reliable remedy. Sanger records a case in which 
thymophysin was given, and in which the uterus ruptured 
spontaneously, but he does not attribute the rupture to thymo- 
physin. 

Nelson, as the result of a most caretul experimental investiga- 
tion, concluded that the oxvtocic and pressor activities of an extract 
of the pituitary body are not altered by combining such an extract 
with one from the thymus gland; that the pressor and oxvtocic 
activities of pituitrin do not differ from those of a mixture of 
pituitrin and an extract of the thymus gland; that the strength of 
commercial thymophysin is from 25 per cent to 33 per cent less 
than that claimed; and that a comparison between equivalent doses 
of thymophysin and pituitrin does not reveal any ditterences in 
action on the isolated uterus or on the blood-pressure. 

In a letter, addressed to the Editor of the Journal of the -tmeri- 
can Medical Association, De Lee gives a warning against the 
indiscriminate use of thymophysin. He savs that such a drug, 
when used to hasten delivery ‘Swill lead doctors into temptation and 
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will contribute directly to the continuation of the present deplorably 
high maternal and foetal mortality in childbirth.” 


PART II. 
THe CLINicAL EXPERIENCE AT MIDDLESEX HOSPITAL. 


We have used thymophysin in 100 cases of primiparous labour 
at Middlesex Hospital. 


Technique. 

Phere are, it is said, two important desiderata in the technique : 

i. Thymophysin must be freshiy prepared, and it must be kept 
onice. Messrs Paines and Byrne, 31 Southampton Street, London, 
\W.C. 1, sell it in ampoules, bearing the date of the last day on 
which any given ampoule should be used. Several of the American 
workers were unable to contirm the Continental results owing to 
deterioration in the quality of the drug by keeping. 

2. Thymophysin must be given intramuscularly, and the 
syringes and needles must not be contaminated by spirit, which 
destroys its activity. These instruments should be rinsed in 
sterilized water, or in sterilized saline solution, before use. 

We have emploved this technique in our cases. 


Contra-indicalions. 
We regarded the undermentioned conditions as contra-indica- 
lions to the use of thymophysin : 


1. Disproportion of all degrees between the presenting part 
and the pelvis, 


2. Non-engagement of the head at the onset of labour in primi- 
parac, 

3. A bad obstetric history in multiparae. 

}. Malpresentations,. 

5. Anv condition in which the blood-pressure was raised, such 
is toxacmia ol pregnancy, eclampsia, and chronic Bright’s disease. 


6. Any other complication, such as cardiac disease. 


Remarks. 

We have not conducted any investigations into the action of 
thyvimophysin as a means of inducing labour, to diagnose whether 
t patient is in labour or otherwise, and we have not used it in the 
third stage of labour. We have not used thymophysin in the 
reatment of cases of inevitable or incomplete abortion. We have 
not used tin a sufhcient number of multiparae to justify the publi- 
uion of our results, 
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An analysis of the cases. 

Thymophysin was used in the treatment of 100 primiparae at 
Middlesex Hospital. The cases were almost successive, the drug 
being withheld only from patients in whom it was contra-indicated. 
Two patients who had previously miscarried in the early months 
are classified as primiparae. 

The cases in which thymophysin was given during labour are 
compared with the preceding 100 successive cases of primiparous 
labour at Middlesex Hospital, in which thymophysin was not used. 
The comparison has been made to determine, if possible, the effect 
of thymophysin on : 


The duration of labour. 
. The incidence of perineal laceration. 
3. The incidence of instrumental delivery. 
4. The blood-pressure. 
. The child. 


1. THE EFFECT OF THYMOPHYSIN ON THE DURATION OF LABOUR. 
A. A general comparison. 

The average duration of labour among the patients who received 
thymophysin was 20 hours and 47 minutes; among tlie patients 
to whom it was not given the average duration of labour was to 
hours an 32 minutes. 

TABLE I. 
All Cases. 





The average The average The average 
duration of | duration ot duration of 
labour. the first the second 


stage ol stage of 
labour. labour 


hrs. amin. hrs. min. hrs, min 
Primiparae> 
Cases 
in which 
thymophysin | 
Was Yivell. 


Primipatac) 
Cases 
in which 
thymophysin 
was not | 
given. 
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Table | shows the average duration of the three stages 
of labour in the two groups of cases. From this table it is 
evident that neither the average duration of labour nor the 
average duration of any of the three stages of labour is reduced 
by thymophysin, if given in the doses which were used at Middle- 
sex Hospital, but regardless of the duration of labour prior to 
its administration. It will be remembered that Temesvary insists 
upon its exhibition early in labour, if it is to be effective. He also 
states that, in general, thymophysin shortens labour and, in par- 
ticular, shortens the first stage of labour. In our cases the average 
duration of labour was one hour and 15 minutes less among the 100 
primiparae to whom thymophysin was not given than among the 
100 primiparae to whom it was given; while the average duration 
of the first stage of labour was one hour and 21 minutes less among 
those patients to whom thymophysin was not given. This does not 
support Temesvary in his description of thymophysin as ‘‘a 
medical dilator of the cervix.”’ 

When dealing with such a small number of cases as 200 (100 
cases in which thymophysin was used and 100 cases in which it was 
not used) it is to be remembered, on the one hand, that the average 
duration of labour may be rendered fallacious by one or two cases 
in which labour was abnormally slow. On the other hand it is 
not to be forgotton that there may be one or two cases in which 
labour was abnormally quick. Tf the number of cases was 1,000 
these anomalies would, doubtless, balance. But this paper deals 
with a small number, therefore the anomalies cannot be ignored. 
In an attempt to overcome this difficulty we have divided each of 
the two groups of cases according to the duration of labour. The 
results are shown in Table IT. 

TABLE IT. 
Primiparae 
Number of cases Number of cases 

Labour lasted with thyimoephysin. «without thymophysin. 
6 hours or less 2 
Between 6 and yg hours 1s 

12 


” 


” 


Longer than so hours 
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When the cases are tabulated in this way it can be seen that 
there is very little difference in the length of labour between the two 
groups. It is true that five patients who were given thymophysin 
were in labour for less than six hours, whereas only two patients 
in the group of controls were in labour for so short a time. But 
six recipients of the drug were in labour for more than 50 hours, 
whereas only three of the patients in the control group were in 
labour for more than 56 hours. 

Table II] accentuates the minor character of the difference 
between the duration of labour in the two groups of cases. 
Tasie III. 

Primiparae. 





Number of cases Number of cases 
Labour lasted tor with thymophysin without thymophysin 





Less than 20 hours 
? 


” ” x ” 


” ” 40 ” 





B. A comparison to determine whether the action of thymophysin 
administered early in labour differs from its action when given late 
in labour. 

In order to determine whether thymophysin has a greater effect 
if given early in Jabour than if given late, the cases will be con- 
sidered in two ways: (1) the duration of labour before the adminis- 
tration of thymophysin; (2) the degree of dilatation of the cervix 
at the time of the administration of thymophysin. 

(1) The duration of labour before the administration of thymo- 
physin. 

TABLE IV. 
Primiparae (18 cases). 





The average duration The average duration 
of labour. of the first 


stage of labour. stage of labour. 


The average duration 
of the second 





Hours Minutes Hours Minutes Hours Minutes 
10 5 7 Fi 


/ of I mS, 


The average duration The average Curation Thre 
of the third of the first stage 
stage of labour. after the injection. 


average duration 
of labour after 
the injection. 





Hours Minutes Hours Minutes 
6 


Hours Minutes 
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(i) Cases in which one dose of thymophysin was given within 
four hours of the onset of labour. 

There are 18 cases in this group. In 16 cases one injection of 
one cubic centimetre was given, and in two cases one injection of 
half a cubic centimetre was given. The duration of labour in the 
latter cases was seven hours and 50 minutes and seven hours and 
35 minutes respectively. The average duration of each of the three 
stages of labour is Shown in Table LV. 


The average duration of labour in this group of 18 cases was 10 


hours and tive minutes. \When compared with the average duration 
of labour (20 hours and 47 minutes) in the too primiparae to whom 
thymophysin was given it is relatively short. Similarly when com- 
pared with the average duration of labour (19 hours and 32 minutes) 
in the control cases it is relatively short. But to hours and five 


minutes, although less than the average, is not an unusually short 
time for a first labour. it might fairly be described as a short but 
anormal time. Moreover, six of the 18 patients in this group were 
in labour for more than 12 hours, and only four for less than six 
hours. There is a probability, or at least a possibility, of error 
when a small number of cases (18) 1s compared with a relatively 
large number (100). 

Before arriving at a conclusion, the two groups of cases, that 
in which thymophysin was given and that in which it was not given, 
must again be compared. Since the average duration of labour in 
the 18 cases in which thymophysin was given within four hours 
of the onset of labour was 10 hours and five minutes, this time (10 
hours and five minutes) is taken as a standard. 

Thymophysin was given to 100 primiparae. Nineteen of these 
patients were in labour for less than to hours and five minutes. 
Twelve of the 1g were given thymophysin within four hours of the 
onset of labour. Six of the remaining seven primiparae were given 
the drug between four and six hours after labour had begun, and 
one nine hours alter labour had begun. .\mong the 100 patients 
selected as controls 26 were in labour for less than 1o hours and five 
minutes, 

In our opinion these hgures do not prove that thymophysin 
reduced the duration of labour i primiparae when given within 


four hours of the onset of labour. 


ii) Cases in which one dose of thymophlysin was given between 
four and six hours after the onset of labour, 

Phere are +4 cases in this group. One injection of one cubic 
centimetre was given in each case. The average duration of each 


of the three stages of labour is shown in Table V.- 





The average duration 
of labour. 


Hours Minutes 


17 53 
The average duration 
of the third 
stage of labour. 


Minutes 


15 


Hours 
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TABLE V. 
Primiparae (14 cases). 


The average duration 


of the first 
stage of labour. 


Hours Minutes 
16 I 


The average curation 


of the first stage 

after the injection. 

Hours Minutes 
II 14 


The average duration 


of the second 
stage of labour. 


Hours Minutes 
I 49 4 


‘ 


The average duration 


of labour aiter 
the injection. 


Hours Minutes 


13 6 


The average duration of labour before the injection was given 


was four hours and 47 minutes. 


It will not escape notice that the 


average duration of labour after the injection was 13 hours and six 


minutes. The shortest labour lasted for six hours and the longest 


for 60 hours and fifty minutes. 
among these 14 patients was 17 hours and 53 minutes. 


The average duration of labour 


Fifty-one 


of the patients to whom thymophysin was given were in labour for 


less than 17 hours and 53 minutes, while among the patients selected 


as controls labour lasted tor less than 17 hours and 53 minutes in 


30 cases. It cannot be said that thymophysin shortened labour when 


given between four and six hours after the onset of labour. 


(iii) Cases in which one dose of thymophysin was given between 


six and nine hours afier the onset of iabour. 

There are 18 cases in this group. Eleven patients were given 
one cubic centimetre, the remaining seven half a cubic centimetre 
of thymophysin. The duration of each of the three stages of labour 
is shown in Table Vi. 


The average duration 
of labour. 


Hours 


Minutes 


17 3 
The average duration 
of the third 
stage of labour. 
Hours Minutes 
a 18 


TasLe VI. 
Primiparae (tS cases). 


The average duration 
of the first 
stage of labour. 


Hours Minutes 


15 © 
The average Curation 
of the first stage 
alter the injection 


Hours Minutes 
7 28 


4 


The average duration 


of the second 
stage of labour. 


Llours Minutes 


L 1S 


The average duration 


of labour aftet 
the injection. 


Minutes 
9) 31 


Hlours 
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The average duration of labour, before the injection, was seven 
hours and 32 minutes. The average duration of labour (17 hours 
and three minutes) in this, as in the previously discussed group, 
is within normal limits and cannot be said to have been reduced by 
the injection of thymophysin between six and nine hours after the 
onset of labour. It is noticeable that the average duration of labour 
after the thymophysin was given (nine hours and 31 minutes) is 
less than the average duration of labour (13 hours and six minutes) 
after the injection of thymophysin between four and six hours 
after the onset of labour. This does not support Temesvary’s 
contention that thymophysin is more efficacious when given early 
in labour than when given late. In 43 of the 100 primiparae to 
whom thymophysin was given and in 48 of the primiparae to whom 
thymophysin was not given labour lasted for less than 17 hours 
and three minutes. 


(iv) Cases in which one dose of thymophysin was given nine, 
or more, hours after the onset of labour. 

There are 31 patients in this group. ‘Twenty-seven of the 
patients received one cubic centimetre, the remaining four received 
half a cubic centimetre. The duration of each of the three stages 
of labour is shown in Table VIL. 


TABLE VII. 
Primiparae (31 cases). 
The average duration The average duration The average duration 
of labour. of the first of the second 
stage of labour. stage of labour. 


Hours Minutes 
25 2 22 57 I 49 


Hours Minutes Hours Minutes 


The average duration The average Curation The average duration 
of the third of labour-alter the of labour aiter 
stage of labour. first injection. the last injection. 


Hours \inutes Hours Minutes Hours Minutes 


10 oO ry S 20 





The average duration of labour ino these patients before the 
injection was 16 hours and 26 minutes, and in each case the 
injection was given during’ the first stage. The average duration 
of labour was 25 hours and two minutes. Among those patients 
who received thymophysin, 25 were in labour for more than 25 
hours and two minutes, and 16 of these patients received the in- 


jection more than nine hours after the onset of labour. Among 
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the 100 primiparae who did not receive thymophvysin 17 were in 
labour for more than 25 hours and two minutes. 


(v) Cases in which two or more doses of thymophysin were 
given. 

(a) Cases in which the first injection of thymophysin was given 
within six hours of the onset of labour. 

There are cight patients in this group. In three cases the 
second injection was given during the second stage of labour. In 
two cases the first injection was half a cubic centimetre ; the remain- 
ing six patients received a first dose of one cubic centimetre. The 
average duration of labour before the first injection was three hours 
and 32 minutes. The average duration of each of the three stages 
of labour is shown in Table VIII. 


TaBLe VIII. 
Primiparae (eight cases). 





The average duration The average duration The average duration 
of labour. of the first of the second 
stage of labour. stage of labour. 


Hours Minutes Hours Minutes Hours Minutes 


16 34 12 54 3 [2 


The average duration The average Curation The average duration 
of the third of labour after the of labour after 
stage of labour. first injection. the last injection. 


Hours Minutes Hours Minutes Hours Minutes 
28 13 33 


t 





A consideration of the figures shown in Table VILL does not 
indicate that two doses of thymophysin are more efficacious than 
one. The first dose was given early in these eight cases, tor tive 
patients received the first injection within four hours of the onset of 
labour. The average duration of labour in these five patients was 
17 hours and five minutes. The shortest labour in this group lasted 
for tt hours and 50 minutes. It ts obvious that the necessity for a 
second dose implies a long labour, but the second dose does not 
appear to be more efficacious than the first, because the average 
duration of labour, after its administration, was tour hours and 33 
minutes, “This is notan unusually short time when tt ts known that 
the second injection was made in three cases atter, and in tive cases 
very shortly before, full dilatation of the cervix. It is fair to con- 
clude that thymophysin did not reduce the average duration of 
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labour when two doses were administered, the first early in the 
first stage and the second either during the second stage or very late 
in the first stage. 

(6) Cases in which the first injection of thymophysin was given 
more than six hours after the onset of labour. 

The average duration of labour before the first injection of 
thymophysin was 13 hours and 20 minutes. In two cases the last 
injection was given during the second stage. Two of the patients 
received three injections each; the remaining patients received two 
injections each, The average duration of each of the three stages 
of labour is shown in Table IX. 


TABLE IX, 
Primiparae (11 cases). 


The average duration The average duration The average duration 
of labour. of the first of the second 
stage of labour stage of labour. 


Hours Minutes Hours Minutes Hours Minutes 
39 10 36 44 I 45 


The average duration The average duration The average duration 
of the third of labour after the of labour after 
stage of labour. first injection. the last injection. 


Hours Minutes Hours Minutes Hours Minutes 


38 25 50 y 14 


The shortest labour among these 11 patients was more than 17 
hours. Eight of them were in labour for more than 20 hours. The 
average duration of labour at the time of the first injection was 13 
hours and 20 minutes. The average duration of labour after the 
first injection was 25 hours and 50 minutes, and after the last in- 
jection, nine hours and 44 minutes. 

Labour was prolonged in cases falling into this group (Vb) as 
in preceding (Va) group; for if labour had been short the necessity 
for a repetition of the treatment would not have arisen. The figures 
support the conclusion reached after the consideration of group Va, 
namely, that two injections of thymophysin did) not reduce the 
duration of labour. 


2. The degree of dilalation of the cervix al the time of the 
“ J 
administration of thymophysin. 
Temesvary has described thymophysin as ‘ta medical dilator of 


the cervix.’? Before such a contention can be justified it is necessary 
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to take into consideration the degree of cervical dilatation at the 
time thymophysin, or the first dose of thymophysin, was injected. 
There are 81 primiparae in whom the degree of dilatation of the 
cervix at the time of the injection is known. In these 81 cases only 
one injection was given, ‘The cases are divided into three groups : 


1. Cases in which one dose of thymophysin was given when the 
cervix was less than half dilated. 

2. Cases in which one dose of thymophysin was given when the 
cervix was half dilated. 

3. Cases in which one dose of thymophysin was given when the 
cervix was more than half dilated. 


TABLE NX. 
Primiparae (S1 cases). 


The degree 

of cervical The average The average The average 
dilatation at The number duration of duration of duration of 
the time of of cases. labour before labsur after labour. 
the injection. the injection. the injection. 


hrs. min. hrs. min. min. 
Less than 


half dilated 
Half dilated 
More than 

half dilated 


Total 


Table X shows that the duration of labour after the injection 
gradually diminishes as the cervix becomes more dilated. But this 


is to be expected, for the greater the degree of cervical dilatation at 
any given moment the shorter will be the subsequent duration of 
labour, except under abnormal conditions. The conditions in our 
cases were not abnormal. 


A study of each of the three individual groups, that in 
which the cervix was less than half dilated, half dilated, and more 
than half dilated, does not show that thvmophysin acts more surely 
or more powerfully if given when the cervix is beginning to dilate 
than if given when dilatation is nearly complete. Moreover, the 
duration of the first stage of labour is about the same among those 
patients to whom thymophysin was given betore the cervix was 
half dilated as among the other patients to whom it was given and 
among the patients selected as controls. The first stage lasted for 
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18 hours and 11 minutes among the 51 patients to whom it was 
given betore the cervix was half dilated; for 18 hours and 33 
minutes among the 100 patients (including the 51 patients to whom 
it was given betore the cervix was fully dilated) to whom it was 
given (lable 1), and for 17 hours and 12 minutes among the 100 
patients selected as controls (Table 1). This evidence proves that 
in our cases the degree of cervical dilatation at the time of adminis- 
tration of thymophysin did not make any difference to the duration 
of labour or to that of any of the stages of labour. 


THe EFRECr OF THYMOPHYSIN ON THE INCIDENCE OF 
PERINEAL LACERATION, 

Among the 100 primiparae who received thymophysin there 
were 28 in whom the perineum was lacerated—28 per cent. The 
lacerations were all incomplete. Among the too control cases the 
perineum was lacerated in 30 cases—3o per cent. These lacerations, 
also, were all incomplete. The perineum was lacerated in four of the 
iS cases in which thymophysin was given within four hours of the 
onset of labour. The average duration of labour in the 28 cases 
in which the perineum was torn and in which thymophysin was used 
was 26 hours and 32 minutes, and in only three cases was labour 
completed in less than to hours and 15 minutes. The average 
duration of labour in the 30 control cases in which the perineum 
was lacerated was 20 hours and 22 minutes. Labour lasted 10 


hours and 15 minutes, or less, in six of these cases. 


PHE EKRFECr OF THYMOPHYSIN ON THE INCIDENCE 
OF INSTRUMENTAL DELIVERY. 

Phe forceps-rate was 13 per cent in the 100 primiparae who 
received thyvmophysin, while it was 12 per cent in the 1oo control 
Cases. In the former group there were five patients who recetved 
thymophysin within four hours, six within six hours, and nine 
within nine hours of the onset of labour. 

\mone the too primiparace who received thymophysin the 
forceps was applied in nine cases for prolonged second stage. Four 
of these were cases ol persistent occipitlo-posterlor Positton ; in two 
cases the indication for applying the forceps was the appearance ol 
the signs of foetal distress, and in one case impending exhaustion 
of the uterus with a persistent occiptto-postertor position. 

\mong the 100 control cases the forceps was applied in eight 
cases for delay in the second Stage, five of which were cases ot 
persistent Ooccipilo-postertor Positron. It was used in one case ol 
foetal distress, one case ol morbis cordis, and one case of severe 


LONCACINLa, 
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The indications for the application of the forceps were similar 
in the two groups of cases; but it must be remembered that 
thymophysin was not given to any patient who appeared 


L 


abnormal. Indeed, it was not given if an abnormality of a 
minor character or degree was present. In these circumstances 
the forceps-rate in the group of controls might be reasonably 
expected to be higher than in the group in which thymophysin 
was used. The fact that the forceps was applied in nearly the same 
number of cases in each group shows that thymophysin did not 
reduce the incidence of instrumental delivery. 


4. THE EFFECT OF THYMOPHYSIN ON THE BLOOD-PRESSURE. 

There were six cases in which the blood-pressure was deter- 
mined after the injection of thymophysin. Readings were taken 
five minutes before and at intervals of about ro minutes after the 
injection. 

Five of the patients (A, B, C, D, F) were primiparae; one (E) 
was a multipara. Four of the patients received one dose of one 
cubic centimetre, one patient received two doses of one cubic 
centimetre, and one patient two doses of half a cubic centimetre. 
The duration of labour in these six cases is shown in Table XL. 


TABLE NI. 


Duration of Labour, 
Hours Minutes. Dose of thymophysin. 
29 


39 
2 
10 
ly 





In two (A and C) of the six cases there was a noticeable rise 
in the blood-pressure within five minutes of the injection. In one 
F) there was a noticeable rise within 10 minutes of the injection. 
In one (D) the blood-pressure fell after the injection and remained 
ata lower level throughout the time during which it was observed 
70 minutes), In one (E) the blood-pressure remained stationary 
in spite of the injection, and in one (B) there was a temporary 
rise in blood-pressure 30 minutes after the injection. Owing to the 
difficulty experienced in taking readings in these six patients, and 
because it might be argued that a rise in the blood-pressure was 
due to the patient’s being in labour, it was decided to give thymo- 
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physin and to observe its effects on the blood-pressure of patients 
who were not pregnant. Thymophysin was, therefore, given to 
10 patients convalescing from operations. Each patient received 
one cubic centimetre. Readings were taken before and at intervals 
of 10 minutes after the injection until six readings had been taken. 
The effect on the blood-pressure is shown in Table XII. 


TABLE XII. 


| 

| 

Blood-pressure | Blood-pressure (systolic and diastolic) after the 
(systolic and | injection of thymophysin. 

diastolic) before | ; f 

tHeInjectiOn Gf j= rte a see 
thymophysin. | Minutes Minutes Minutes Minutes Minutes Minutes 

20 : 40 f O60 


(3. 110/65 


Hi. 130/90 


110/So 110/70 120/80 110/70 110/60 


130, go 130/90 120/80 120/80 115/70 
130/90 130/90 120/80 110/80 100/70 100/70 
120/90 120/90 110/80 120/80 120/80 120/80 
140/ TOO 120 110/80 120/90 110/80 120/80 
110/80 So 120/S8o 120/80 115/80 120/80 120/80 
110/S8o So 110/80 110/80 110/70 110/70 
130/100 LOO 135 130/90 135/100 130/90 120/90 


110/80 7 5/7 


| 
| 
7 
| 
| 
| 
| 
| 
| 


So 115/80 100/70 95/70 110/90 100/70 
? 


ge 130/90 100 130/100 120/90 I 8o 120/90 125/580 


In five of these cases (H, I, L, N, P) the blood-pressure rose 
iO minutes after the injection. In one of the cases (I) a rise of 
20 mm. Hg. occurred, but the blood-pressure returned to normal 
20 minutes after the injection, In one case (N) a rise of five mm. He. 
occurred. In four of the remaining five cases (G, J, M, O) the 
blood-pressure was unaffected 10 minutes after the injection, while 
in the hfth (IN) it fell by 20 mm. Hg. 10 minutes after the injection. 

It is unwise to make a conclusion from so few cases. The blood- 
pressure is known to rise as the result of nervousness and similar 
causes. But our observations, admittedly few, distinctly controvert 
the opinion of those Continental authorities who deny that thymo- 
phyvsin has any effect on blood-pressure. 

53. Cue EKrrecr or THYMOPHYSIN ON THE CHILD, 
TABLE XIII. 
Stillborn Children. 
Primiparae (100 Cases). 
Fresh.  Macerated. 


Cases in which thymophysin was used 


Cases in which thymophysin was not used 





Thymophysin 


Among the 100 primiparae who received thymophysin. there 
were three cases in which the foetus was stillborn, and among the 
100 control cases there were eight in which the foetus was stillborn. 
In the former group all three foettis were fresh. Of these, one 
followed delivery by the forceps, labour having lasted for 117 hours ; 


the second followed instrumental delivery, labour having lasted 
for 18 hours and 23 minutes; while the third was a natural delivery, 
labour having lasted for 28 hours and 20 minutes. 

Five of the eight stillborn foetis in the latter group of cases 
were macerated. The first of the cases in which the foetus was 
not macerated was one of persistent occipito-posterior presentation ; 
labour lasted for 36 hours and was terminated by delivery with the 
forceps and episiotomy. The second was another case of persistent 
occipito-posterior presentation, labour having lasted for 49 hours 
and the child being post-mature; the third was a case of twin 
labour in which the second child, presenting by the breech, died 
from pressure on the cord. The relatively high incidence of 
macerated foettiis and, hence, the increase of the  stillbirth-rate 
among the patients to whom thymophysin was not given could be 
explained by our having regarded albuminuria, as well as all 
other abnormalities of pregnancy, as a contra-indication to the use 
of thymophysin. 


CONCLUSIONS, 

Observations on patients to whom thymophysin has been given, 
show that shortly after its injection the uterus contracts very 
strongly. The powerful contractions begin about five minutes 
after its exhibition; they continue for from 30 to 40 minutes. Its 
action appears in every way similar to the action of pituitrin, and 
we can only conclude that it owes its property to its pituitrin-con- 
taining moiety. This clinical observation supports Nelson's 
conclusions, derived from experimental work. In these circum- 
stances thymophysin must be regarded as dangerous, and the indi- 
cations for its use must surely be the same as those for the use of 
pituitrin, 

An analysis of our cases does not show that) thymophysin 
shortens labour or any of the stages of labour, whether it is given 
early or late; but we have never given the drug in the third stage. 
If, as we believe, its action in transiently causing strong and tetanic 
uterine contractions is due to its) pituitrin-containing moiety, 
Demuth’s preference for pure pituitrin in the third stage of labour 
can be well understood, likewise Nelson's and De Lee's objections 
to its use. Fortunately, thymophysin contains a relatively small 
quantity of pituitrin, Professor F.C. Dodds of the Courtauld 


H 
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Institute of Biochemistry, Middlesex Hospital, was kind enough 
to compare thymophysin with Messrs. Parke, Davis and Com- 
pany’s pitocin. Using the latter substance as a standard contain- 
ing 10 units per cubic centimetre, Dodds reported that one cubic 
centimetre of thymophysin contains more than 1.9 units and less 
than 2.8 units of pitocin. It thus appears that thymophysin pos- 
sesses rather more than one fifth of the activity of pitocin,i.e. rather 
more than 20 per cent. 


SUMMARY. 

1. The duration of a first labour in 100 primiparae to whom 
thymophysin was given is compared with the duration of a first 
labour in 100 primiparae to whom thymophysin was not given, 
at Middlesex Hospital. 

It is shown: 

(i) That the average duration of a first labour was almost the 
same in both groups of cases (Table I). 

(ii) That when the cases are subdivided according to the 
duration of labour [labour lasted for less than six hours, between 
six hours and nine hours (Table I1)] the numbers of cases in the 
éwo groups, that in which thymophysin was given and that in which 
thymophysin was not given, are about the same. Thymophysin, 
therefore, did not shorten labour, 

(iii) That a comparison of the number of cases in which labour 
lasted for less than 20 hours, less than 25 hours and less than 40 
hours (Table II) shows that thymophysin did not shorten labour. 

2. A comparison is made to determine whether the action of 
thymophysin administered carly in labour differs from its action 
when given late in labour. 

(a)) The cases are divided into groups according to the duration 
of labour before the injection of thymophysin or, if more than 
one injection was given, according to the duration of labour before 
the first injection. 

The average duration of labour among the patients to whom 
thymophysin was given less than four hours after the onset of 
labour was 10 hours and five minutes. This time is taken as a 
standard, and it is found that 19 primiparae to whom thymophysin 
was given were in labour for less than 10 hours and five minutes, 
while 26 primiparae to whom thymophysin was not given were in 
labour for less than 10 hours and five minutes. 

It is therefore concluded that thymophysin did not shorten 
labour, although given within four hours of the onset of labour. 
The average duration of labour among those primiparae who 


received thymophysin between four and six hours after the onset 
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of labour was 17 hours and 53 minutes (Table V). Fifty-one 
patients to whom thymophysin was given and 50 patients to whom 
thymophysin was not given were in labour for less than 17 hours 
and 53 minutes. 

It is concluded that thymophysin did not shorten labour when 
given between four and six hours after the onset of labour. The 
findings are similar in the group (Table VI) in which thymephysin 
was given between six and nine hours after the onset of labour. In 
this group the average duration of labour was 17 hours and three 
minutes. Labour lasted for less than this time in 43 primiparae 
to whom thymophysin was given and in 48 primiparae to whom 
thymophysin was not given. 

(b) The cases are divided into three groups according to the 
degree of dilatation of the cervix at the time of the injection :— 
Those in which the cervix was less than half dilated ; those in which 
it was half dilated ; and those in which it was more than half dilated. 
The evidence proves that the degree of dilatation of the cervix at 
the time of the exhibition of thymophysin did not make any differ- 
ence to the duration of labour or to any of the stages of labour. 


3. The incidence of perineal laceration was approximately the 
same whether thymophysin was given, or otherwise. 


4. The forceps-rate was approximately the same whether 
thymophysin was given, or otherwise. 

5. From a study of a few cases in which thymophysin was given 
and a few others in which it was not given, it appeared that the 
drug did transiently raise the blood-pressure. 


6. Thymophysin did not appear to have any effect on the child. 


-. We conclude from our observations and figures that thyme- 
physin did not have any appreciable effect in reducing the duration 
of labour or of any of its stages, although it did cause transient 
tetanic uterine contractions which were due to its containing a small 
quantity of pituitrin, Although the incidence of perineal lacera- 


tion, the forceps-rate, and the sullbirth-rate did) not appear to be 


influenced by its exhibition we cannot recommend the use of a 
drug which contains pituitrin and owes tts whole actton to this tact. 
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The Treatment of Albuminuria of Pregnancy. 


By SAMUEL J. CAMERON, M.B., F.R.F.P.S., F.C.O.G. 
and 
H. FHomson, M.D. 


Counly of Lanark Maternity Hospital, Bellshill. 


fRoM a prolonged trial of the method detailed below we are of 
opinion that a valuable aid in the treatment of albuminuria of 
pregnancy is available. 

For a period of 18 months all such cases in the practice of this 
hospital, both in the indoor and outdoor departments, have been 
subjected to the treatment and, almost without exception, they have 
responded favourably. 

Early in the year 1931 Osman and Close demonstrated that 
during normal pregnancy there is a decrease in the plasma 
bicarbonate, and that it persists throughout the period of gestation. 
On the other hand, the water content of the blood and tissues is 
increased and becomes greater as the plasma bicarbonate 
diminishes. By treating cases of albuminuria of pregnaney with 
alkalis they found that oedema disappeared and that the amount 
of albumin in the urine became less. During treatment the patients 
were kept in bed, fluid was restricted to three and a half or four 
pints, but a full diet was permitted. Their cases were treated with 
30 grain doses of potassium citrate and sodium bicarbonate given 
orally in one and a half ounces of water several times a day 
until a favourable diuresis was obtained. The daily dose was 
increased by 100 grains per day, but more than 600 grains was 
seldom given, 

We administered calcium lactate in combination with potassium 
citrate and sodium bicarbonate as we believe that the calcium 
content of the blood is also reduced) during pregnaney, and 
especially in the pre-cclamptic state. For case in administration 
these medicaments are manufactured in lozenge form, each lozenge 
containing seven and a half grains of calcium soda lactate, 40 
grains of potassium citrate, and 20 e¢rains of sodium bicarbonate. 
Three or four tablets per day are preseribed and over 4oo cases 
of albuminuria were treated from the closing months of 1930 to 
April 2nd, 1932. 
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It is interesting to note the fall which has taken place in the 
number of cases of eclampsia admitted to) Lanark Maternity 
Hospital since this treatment was instituted. The number of 
eclamptic cases admitted to the hospital in each vear was: 
27 cases In 1926; 19 Cases IN 1927; 24 Cases In 1928; 22 cases in 
142g; 35 cases in 1930; eight cases in 1931; and one case up to 
April 25th, 1932. 

The nine patients admitted during 1931 and part of 1932 had 
never been to one of the antenatal centres, and had not received 
the special treatment. Therefore the women who were under 
treatment by calcium and the alkalis were immune to this compli- 
cation of pregnancy. It 1s important to note that the treatment 
will not benefit: patients who are suffering from a chronic renal 
lesion, and the kidneys in this condition lack the pronounced 
permeability of the ordinary kidney during pregnancy or the pre- 
eclamptic state. For this reason the treatment is contra-indicated 
in cases of chronic renal disease, as alkalosis may supervence. 

We believe that in the pre-eclamptc state, when the urine boils 
solid, no time should be lost in administering these drugs intra- 
venously. For this) procedure we use the sterile solution of 
calcium gluconate (Sandoz). Each ampoule contains 10 cubic 
centimetres of the solution, and the contents of one ampoule are 
mixed with cold and sterilized solution of potassium citrate and 
sodium bicarbonate of about half a pint capacity before injec- 
tion. The effect in many instances is dramatic. Within 24 hours 
the column of albumin which on admission registered C+ may 
fall toa very low figure. Thus the last case treated by us had io 
have the urine diluted before the quantity could be estimated : 
the reading was then found to be 17, and in 24 hours it had dropped 
to six; and on the next day to 0.5. As a rule the oedema quickly 
diminishes, the output of urine increases and the blood-pressure 


becomes lower. Occasionally a second injection is required, but 


oral administration is usually sufficient: afterwards. Sometimes 


im a severe case which has been treated by this method and = res- 
ponded favourably thereto, the blood-pressure begins to rise again 
iter a few davs and ts accompanied by sickness and a slight 
Increase in the quantity of albumin in the urine. [En such cir- 
cumstances labour should be induced, and in not any of these cases, 
have convulsions supervened although ino all) probabilitv this 
unfortunate Complication might have occurred if the patients’ state 
had not been vastly improved by intravenous medication, 


It seems to us that all patients atending antenatal dispensaries 


should be given the tablets mentioned, for not only may albu- 
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minuria and pronounced toxacmia be prevented, but, in addition, 
the alkalinity of the urine may have an inhibitory influence on the 
activities of the bacillus coli communis, and so lessen the incidence 
of pyelitis. 

We are also of opinion that in order to obtain the maximum 
effect from the calcium, administration of alkalis is essential. 





The Morbidly Adherent Placenta. 
By MARGARET SALMOND, M.D., B.S. (Lond.), M.C.O.G, 


Tits paper deals with the history of, and statistics relating to, 66 
cases of this condition encountered in the obstetric unit of the 
Royal Free Hospital, University of London, during the vears 1921 
to 1929 inclusive. 

The treatment of the morbidly adherent placenta presents a 
most interesting and, frequently, a harassing obstetrical problem 
in view of the high mortality and morbidity rates associated with 
this condition. The morbidly adherent placenta may be classified 
into three tvpes: 


1. Placenta accreta. 


2. The placenta which is totally adherent, but in which a line 
of cleavage can be found at the serotina. 


3. The placenta which is partially morbidly adherent. 
‘| 


rue placenta accreta is very rare. Polak! reports four cases 
in 30 vears. Cases of this condition have not been met with in 
the obstetrical unit of the Roval Free Hospital. 

Phe prognosis in placenta accreta is very bad and the mortality 
rate is high, due to failure to recognize the condition. The line 
of cleavage is impossible to find; there is entire absence of the 
decidua basalis, and the muscle of the uterus is eroded by the 
trophoblast and penetrated by villi. Consequently attempts at 
manual removal result in cither severe haemorrhage or, sometimes, 
rupture of the uterus. Polak! recommends hysterectomy if the 
ondition is diagnosed. It may be suspected in patients who have 
lid previous manual removals of placenta, frequent curettage, 
id endometritis. Phe cases requiring manual removal met with 


n the obstetrical unit fall chielly into classes 2 and 3. 


Phe chief indications for performing the operation of manual 


cmoval tre as follows: 


Hlacmorrhage due to partial separauion of the placenta. 
2, Abnormal length of the third stage (over one hour). Many 
ecommend a longer wart than this, but there is a certain danger 
ol shock when the placenta remains ¢noudero tor some hours. 


long third stage may be due to: (a) Placenta acereta; (b) failure 


to separate MWhOoul pathological tdhesion : separation ULL 
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retention by either a contraction ring or some mechanical obstruc- 
tion. This may give rise to haemorrhage necessitating manual 
removal. 

3. Incomplete placenta, when on examination cotyledons are 
found to be missing, or a placenta suecenturiata has been retained. 

4. Rare conditions, when it is thought advisable to empty the 
uterus rapidly. (Goethals''). 

The immediate dangers of the operation of removal are shock 
and haemorrhage ; the remote danger, sepsis. 

The method of removal employed in the obstetrical unit is as 
follows: “The patient is placed in the lithotomy position and 
the perineum and vagina thoroughly painted with flavine or violet 
green paint. These antiseptics have replaced iodine and have been 
found more satisfactory. .\ catheter is passed, and any redundant 
umbilical cord cut off and reclamped (this to avoid contact wit! 
the hand which is to be passed into the uterus). 

The left hand, gloved and placed in a sterile towel, grasps the 
fundus from the abdomen; the right hand and arm, gloved to the 


I 


above downwards. When it is thought to be entirely separated, 


elbow, are passed into the uterus and separate the placenta from 


the left hand grasps the cord and gently extracts the placenta, 
taking care not to tear the membranes. The right hand meanwhile 
is retained in the uterus. This method obviates the introduction, 
a second time, of the right hand into the uterus and, therefore, 
slightly reduces the possibility of sepsis. The right hand now 
again explores the uterus for further pieces of placenta, blood clot, 
or membranes and removes them if any are found. The lett hand 
again controls the fundus. When the uterus is empty an intra- 
uterine douche of iodine, one drachm to the pint, and a hypodermis 
injection of pituitrin, one-half cubic centimetre, are given. When 
haemorrhage ceases the patient is returned to bed and warmth and 
other necessary restorative measures are applied. 

The introduction of glycerin into the cavity of the uterus, as 
a substitute for the intra-uterine douche, to control haemorrhage 
and to promote contraction and retraction of the uterus, has lately 
been used as a routine in cases necessitating manual removal of 
the placenta, and has been found sueccesstul. tt ts also used tn 
normal deliveries with post-partum haemorrhage, atter delivers 
of the placenta. 


] 


There is a very Jarge number of statisues relating to the 
incidence, mortality and morbidity rates of cases on which the 


operation of manual removal of the placenta has been pertormed., 
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In comparison with the statistics in the Royal Free Hospital it 
is of interest to quote these. 


Incidence, 

Allettsee! describes 131 manual extractions in 7,125 births, 
excluding abortions, at the Munich Polyclinic from 1go8 to 1911, 
a percentage of 1.8. 

At the Boston Maternity Hospital,* from 1g11 to 1920 inclusive, 
there were 8,182 deliveries and 170 manual extractions, an inci- 
dence of 1 in 48, or 2.07 per cent. In the out-patient department 
of the same hospital there were 16,406 deliveries during the same 
years and 60 cases of manual extraction, or 0.36 per cent. In 
the Obstetric Unit of the Royal Free Hospital during the years 
iy2t to tg2g inclusive, 6,617 patients were delivered in the 
hospital, and 2,841 on the district, a total of y,458 deliveries. 
\mong these were 66 cases in which manual extraction was 
performed, a percentage of 0.09. During this period there were 
not any deaths on the district, but 26 among the in-patients. 


\Vorlality. 

The mortality rates following this operation are high. De Lee,’ 
quoting Bumim, says that it is to per cent. In Queen Charlotte's 
Hospital’ “tof 19g patients from whom the placenta was manually 
removed 42 per cent had a febrile puerperium, and two died. Too 
much attention should not be given to mere figures, for in these 
cases there were some patients who suffered difficult instrumental 
labour which, by itself, was sufficient to produce puerperal sepsis, 
but in the majority there was nothing more than an adherent 
placenta after a normal labour, and it is proposed to regard this 
heure of 42 per cent morbidity as being a fairly truthful index oft 
the liability to contract uterine infection by this operation.” 

Phe London report to the British Congress gives an opportunity 
for regarding the matter from another angle. Out of 249 cases of 
puerperal sepsis the placenta was removed manually in 34, of which 
13 died (30 per cent). Of the 13 patients who died there was not 
tiny other abnormality or interference in seven, or over 50 per cent. 

Fairbairn quotes some tmnteresting statistics 1 lis paper on 
he maternal mortality in the midwifery service of the Queen 
Victoria Jubtlee Nurses. During the vears 1924 and 1925 103,754 
Cases iutended, ind 40 pallents died, l mortality OF 21,2 ‘Per 
ent. OF these go deaths four patients died from: puerperal sepsis 
following manual extraction of the placenta and six patients died 
from) post-partum haemorrhage. In all) these six patients the 


! 


placenta had been manually removed, 
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Greenhill” described 3g deaths in 10,000 cases at the Chicago 
Lying-in Hospital. Two out of the six patients who died of puer- 
peral sepsis had the placenta manually removed, and two patients 
died, one from haemorrhage and the other from status |ymphaticus 
after manual extraction of the placenta. Winter!’ quotes a mor- 
tality-rate of 33 per cent in 260 cases, among which 30 patients had 
manual extractions. 

Allettsee* had a mortality of 7.7, per cent. Goethals* had a 
vross mortality among in-patients of 8.2 per cent and a corrected 
mortality of 1.76 per cent (14 patients died after manual removal 
of the placenta, but only three out of the 14 died as a direct rescit 
of the operation). Among out-patients four Gui of 60 died (0.6 
per cent), the corrected mortality being five per cent. In Goethals’ 
paper will be found further tables of statistics which are interesting. 

There have not been any deaths following this operation in 
the Obstetrical Unit of the Royal Free Hospital in nine vears. This 
can possibly be attributed to the tact that almost all the patients in 
the Unit are taken from the antenatal Gepartineni Gf the Lospital, 
and comparatively few are admitted as emergencies from outside. 
There has, therefore, been a minimum of interference before the 
operation has been performed. Also it is rarely done, except in 
cases of great emergency, in a district house, the patients being 
brought to hospital, if possible, for the extraction. The morbidity- 
rate in cases in which the placenta is removed manually is always 
very high. 

In the Boston Maternity Hospital’! a morbidity-rate of 25 per 
cent is quoted. Many of the patients had a severe type of intecuon, 
In the out-patient department the figure is 41.8 per cent. 

Allettsee’ quotes morbidity-rates as) follows :—Severe sepsis 
13.7 per cent, slight sepsis 17.1 per cent, non-febrile 61.5 per cent, 
mortality 7.7 per cent (nine deaths, five from haemorrhage and 
four from sepsis). 

Kellog'? (see Goethals’) states that one out ot every four patients 
in whom the placenta is manually removed sutters trom: puerperal 
sepsis (B.M.A. standard). The percentage of infection is higher 
in the out-patient (district) department, being respectively tor tn- 
patients 25 per cent and for out-patients 41.5 per cent, 

In the Obstetrical Unit of the Royal Free Elospital the mor- 
bidity-rate is 39.39 per cent and the corrected morbidity-rate is 34.54 
per cent (two cases having sepsis tn the puerperium attributable 
to breast abscesses and one case to broncho-pneumonta). 

Of the 23 cases of sepsis, excluding the two cases of breast 
abscesses and one of broncho-pneumonia, there were tg cases ot 
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mild sepsis and four cases of severe sepsis. Of the latter two had 
severe sapraemia lasting some weeks, one a pyosalpinx, pelvic 
cellulitis and a pulmonary embolus, and one pelvic cellulitis and a 
8B. pyocyaneus urinary infection. 

Some authorities, Gabaston,'® Asdrubali,'’ Traugott,'® Sklavon- 
non,'® and Schwartz,” finding that the mortality and morbidity- 
rates following this operation are high, counsel its avoidance and 
the substitution of the injection of warm saline into the umbilical 
vein. A) retro-placental hydroma is formed and = mechanical 
separation takes place. This is not, in all cases, a sufficiently rapid 
method to be of use in cases of post-partum haemorrhage. 

The cases in the Obstetrical Unit will now be described in more 
detail. The reasons for which the operation was performed are 
as follows :— 

MANUAL REMOVAL OF PLACENTA, 
(Total cases 66). 
Post-partum haemorrhage. 
Non-febrile puerperium 
Febrile puerperium 


No record of temperature 


Long third stage. 
Non-febrile puerperium 
Febrile puerperium 


Obstetric shock. 
Non-lebrile puerperium 
Febrile puerperium 


Manual removal jor doubljul reasons. 
Non-febrile puerperium 
Febrile puerperium 


Post-partum hacmorrhage Total= 27.00 per cent of all cases. 
Long third stage 

Obstetric shock 

Doubtful reasons 


VIANUAL REMOVAL FOR Post-PARTUM HAEMORRHAGE. 
Manual removal of the placenta for this reason is due to the 
fact that the placenta is partially morbidly adherent, and other 
methods of expression such as Credé’s have failed to empty the 
uterus. [tis imperative in this type of case not to postpone manual 
removal for too long, since the patient may rapidly become 


exsanguinated and collapse. 
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It is generally found that those cases which suffer severely 
from the effeets of the haemorrhage and shock are more liable, 
through lowered resistance, to severe types of sepsis. Those cases 
in which the placenta was removed because of obstetric shock were 
the most seriously ill of the series. 

cs 
Non-febrile cases. 

(a) Spontaneous deliveries. (14 cases). Among these was one 
case of mitral stenosis; one double mitral lesion and toxaemia; one 
double mitral lesion and epilepsy ; one toxaemia of pregnaney, and 
three cases of gonorrhoea. 

(b) Complicated labours. (nine cases). The forceps was used 
in five cases. Placenta praevia, version, one case. Breech with 
extended legs, two cases. Induction for disproportion, one case. 


Sepsis. 

In reviewing the cases in) which the partially morbidly 
adherent placenta was removed for post-partum haemorrhage, we 
find that of the 17 cases: 

GGoup 1. One had a febrile puerperium following manual 
rotation and forceps delivery after a long labour. Haemorrhage 
was moderate. The temperature was below notification standard 
until a breast abscess occurred on the seventeenth day. This case 
was, therefore, considered among the three cases included in the 
corrected morbidity-rate. 

GROUP 2. Serious cases of sepsis. (two). 

(a) The case was one of placenta praevia in which the vagina 
was packed and labour was long. Haemorrhage was severe. The 
child was delivered breech first, and an episiotomy was performed. 
A blood transfusion was given after delivery. Local sepsis occurred 
in the laceration and a B. coli urinary infection supervened. The 
maximum temperature was to1.6°R, and the patient remained 
febrile for 21 days. Recovery ensued. 


(b) This patient had a spontaneous delivery with a vaginal 
laceration only. The puerperium was febrile for four weeks, and 
during this time the patient had a pulmonary embolus followed 
by a pyosalpinx and pelvic cellulitis. The temperature reached 
103°. “The blood culture was sterile. Recovery ensued. 


GRoup 3. Moderate cases. (five). 

(a) Following spontaneous deliveries. Vhere are three cases in 
this group. One patient was delivered before the arrival of the 
doctor. The temperature ranged from 100.60 By to to2.2° in all 
the cases for 14 days, on account of local uterine infection, 
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(b) Following complicated labours. Two cases: both following 
forceps deliveries. Febrile for to to 14 davs with temperatures 
ranging from 100.4 F. to 102.2 KF. Local uterine infections. 
GRoUP 4. Mild cases. (nine). 

a) Following sponianeous deliveries, Four cases: tebrile from 
24 hours to seven days with temperatures varying from 100 I. to 
ot FF. Of these, one, with gonorrhoea, had a temperature for 24 
hours only; two had local uterine sepsis for five to seven days; 
one a cervical laceration and raised temperature for three days, and 
one was febrile for three days, no cause being found for this. 

(b) Following complicaled labours. Four cases. In two, prema- 
ture labour was induced for disproportion, and one of them was 
delivered with the forceps. Both patients were febrile for one week 
with local uterine sepsis, with temperatures varving from 100° EF. 
to ror FF. The other two were cases of placenta praevia, one of 
which had version performed and was febrile for two days only 
with a temperature of 103°F. for which no reason could be found. 
The other, in which version was also performed, was complicated 
by mitral stenosis and diabetes. The puerperium was febrile for 
one week due to local uterine sepsis, the maximum temperature 
being 102 FE. 


MANUAL REMOVAL FOR LONG THIRD STAGE. 


Von-febrile puerperium, 

(a) Uncomplicated deliveries. (six). Among these, one had 
vonorrhoea; one had syphilis, and in one case the patient had had 
a manual removal of the placenta in two previous labours. 

(b) Complicated labours. (nine). The forceps was used in six 


cases, one of which had toxaemia. In the patient with toxaemia 


premature labour was induced for disproportion, One case of 
placenta praevia with toxaemia was treated by rupture of the 
membranes and packing the vagina. One was a patient with mitral 
stenosis and a breech presentation with extended legs. 
Febrile puerperium, 
Group 1. Corrected morbidity. (one). 

Delivery with the forceps. Puerpertum febrile for 14 davs due 
oan inhalation broncho-pneumonia, 


Group 2. Moderate cases. (two). 

a) Following a spontaneous delivery a contraction ring was 
present in the third stage. Febrile for 14 davs with a maximum 
temperature of ro1.g PF. due to local uterine sepsis. 

by Following a breech presentation with extended legs. 


Sapracmia for 1s davs with a maximum temperature of 1or.6°F 
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Group 3. Mild cases. 


(a) Complicated labour: details unknown. Pyrexia for three 
days only, maximum 1or.2 fF. Reason unknown. 


OBSTETRIC SHOCK, 
Febrile puerperium. 

(a) Corrected morbidily. (one). Non-tebrile until development 
of breast abscess in third week. 

(b) Severe cases. (one). This case had idiopathic dilatation of 
the colon, and a long labour terminated by delivery with the torceps. 
Some obstetric shock was present and a transfusion of blood was 
given. The puerperium was febrile for seven weeks with a maxi- 
mum temperature of 1og.8 °F. Pelvic cellulitis and a B. pvocy- 
aneus urinary infection occurred. Recovery ensued. 

(c) Moderately severe cases. (one), Following an induction 
for toxaemia a contraction ring was present in the third stage. The 
puerperium was febrile for 14 davs with a maximum temperature 
of ror’. due to local uterine sepsis. 

(d) Mild cases. (one). Breech presentation with extended legs. 
Perforation of after-coming head. Febrile for six davs due to local 
ulerine sepsis. Maximum temperature 100° F. 


MANUAL REMOVAL FOR DOUBTFUL REASONS. 


Non-febrile puerperium, (one). Following a spontaneous delivery. 


Febrile puerperium. 

Moderately severe sepsis. (one). Toxaemia and delivery with 
the forceps. Cervical laceration, Febrile puerperium for 23 davs 
due to local uterine sepsis and sepsis in laceration, Maximum 
temperature 1o1.2°F. 


MANUAL REMOVAL OF A PIECE OF PLACENTA DURING THE 
PUERPERIUM IN THREE CASEs. 

All had severe local sepsis from five days to three weeks before 
the uterus was explored. Following exploration the temperature 
fell to normal in nine to 19 days. Temperatures ranged from 
ror F. to 104° F. and rigors were present in one case. 


ABORTIONS. 

There were 16 cases in which the placenta was manually 
moved among the abortions occurring during the vears 1921 
192g inclusive. There were, during this period, 166° cases 
abortion in the wards and on the district. The percentage 
manual removals was 9.63. The reasons for the performance 
the operation of manual removal were as follows : 
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Post-partum haemorrhage. 
Non-febrile puerperium ... 
Febrile puerperium 
Long third stage. 
Noitiebialespiueipeniiin ss. Ge is (Skane ea de 7 
Febrile puerperium ee eee ee 2 


The numerous cases of incomplete abortion in which the uterus 
has had to be explored sooner or later after abortion for haemorr- 
hage and the removal of portions of the placenta have been 
purposely omitted from this paper, and only those included in 
which, directly after delivery, the placenta had to be removed 
manually from the uterus. The sepsis-rate was 25 per cent, and 
of those four cases three had a mild and one a severe sapraemia. 


Manvat REMOVAL FOR POst-PARTUM HAEMORRHAGE. 
Non-febrile puerperium, (five). One had diabetes; one an 
induction of abortion for repeated haemorrhage. 
Febrile puerperium, (two). Both moderate cases of sepsis ; one 
patient had albuminuria. Febrile for one week with a maximum 
temperature of 102.6 I. due to local uterine sepsis. 


MANUAL REMOVAL FOR LONG “THIRD STAGE. 

Non-febrile puerperium. (seven). One had epilepsy and albu- 
minuria. Three had inductions of abortion, one for epilepsy, two 
for cardiac disease. 

Febrile puerperium, (two). One severe sepsis with a maximum 
temperature of 103°F. and rigors for fcur weeks. Recovery 
ensued. One mild uterine sepsis with @ maximum temperature of 
lor.4g Ff. for one week. 


MANUAL REMOVAL OF PLACENTA. 
Causes of Morbidly Adherent Placenta. 

In seeking for any reason for the placenta being morbidly cr 
partially adherent we find that, of the full-time and premature 
labours, 39 out of 66 were normal antenatally. Ten had toxaemia, 
in some cases associated with other lesions, cardiac lesions, 
epilepsy, vaginal discharge (not) gonococcal), placenta praevia, 
syphilis and toxic ante-partum haemorrhage. Four had venereal 
discharge: one syphilis and gonorrhoea (this patient had had four 
abortions), and three gonorrhoea, One patient with syphilis is 
included in the group of toxaemia, Three patients had a placenta 
praevia, associated in one case with a cardiac lesion and diabetes. 
Two cases of placenta praevia are also included in the toxaemia 
vroup. There were two cases of ante-partum haemorrhage with- 
out signs of toxacmia or placenta praevia. Pwo patients had a cardiac 


lesion and chorea. Four cases of cardiac lesions are included in 
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other groups. One patient had idiopathic dilatation of the colon. 
ive patients had had previous abortions, and one in this group had 
had a morbidly adherent placenta with three other labours. 

Of the cases of abortion, seven out of 16 were normal antenatally. 
Three had toxaemia; one associated with diabetes and one with 
epilepsy. Two had cardiac lesions, and one cardiac lesion is also 
included in another group. Four had had previous abortions and 
two had had previous manual removals of the placenta. 

It is very difficult to draw any conclusions from these small 
numbers, but it is possible that the incidence of previous abortions 
may, if the endometrium is unhealthy, predispose to morbid 
adherence cf the placenta in subsequent pregnancies. 

There appears to be no definite evidence to support the theory 
that infection is always present in the uterus, as oceurs in some 
animals when a morbidly adherent placenta is present. 


CONCLUSIONS. 

t. Manual removal of the morbidly adherent: placenta is a 
serious operation not to be undertaken lightly. 

2. The dangers of the operation are increased when a compli- 
cation such as ante-partum or post-partum haemorrhage is also 
present. 

3. There is some danger of obstetric shock when the third stage 
is unduly prolonged. By obstetric shock is meant shock occurring 
without any previous abnormal haemorrhage, for which no very 
definite reason can be found. There is a definite danger in pro- 
longing the third stage when haemorrhage occurs. 

4. The use of glycerin is a valuable adjunct in the treatment 
of post-partum haemorrhage and possibly in the prevention of 
local uterine sepsis. It is found, however, that not every case of 


haemorrhage can be controlled by glycerin and that some poorly 

retracting uteri respond better to heat, i.e. a hot uterine douche. 
5. There is not any common underlying cause of morbid 

adherence of the placenta in the cases under consideration. 


I am indebted to Dame Louise McIlroy, Director of the 
Obstetric and Gynaecological Unit, for her permission to publish 
these cases. 
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Pregnancy Complicated by Heart Disease. 


By H. Ian McCriure, M.B., B.Ch., B.Sc. 


THE following article is compiled from facts obtained by personal 
observation in a series of 45 consecutive cases of pregnancy com- 


plicated by heart disease, admitted to the- Belfast Maternity Hos- 
pital during the last three years. Each patient sought advice tor 
symptoms which were definitely due to some degree of failing 
compensation, 


Lesion. 


In each case the lesion was mitral stenosis. In 


10 cases there 
was also auscultatory evidence of mitral 


regurgitation, while 
aortic incompetence was superimposed in three cases. 


> 


Rheumatic fever was an aetiological factor in 28 cases, or 62. 
per cent, and scarlet fever in four, or 8.g per cent. There was a 
istory of frequent sore oats in five cases, .l per cent, anc 
history of frequent sore throats in tiv L1.t | it, and 


two patients had suffered from chorea. In tive cases, that is, 13.3 
per cent, a history of any previous illness could not be elicited. 


Signs and symptoms. These occurred, alone or in combina- 

tion, as follows :— 
Dyspnoea 
Palpitation 
Sleeplessness 
Oedema 
Cyanosis 
Cough 


SS per cent 


00 


Pulmonary engorgement 
Enlargement of liver 
Vomiting 

Haemoptysis 

Headache Ss 
Auricular fibrillation 
Albuminuria 


The pulse-rate was invariably raised. The following figures 


are the average for the first four davs after admission to hospital ; 
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In 24 cases, the pulse-rate was over 120 
is between 110 and 

rf 100 and 

= go and 


‘ 80 and 


The Effect of Pregnancy on the Cardiac Condition. 

There seems to be no doubt that the heart condition is aggra- 
vated by the pregnancy. We have here 45 consecutive cases, all 
of which showed signs of failing compensation to a marked degree. 

The frequency of dyspnoea is interesting. [t occurred in 88 
per cent of cases. This symptom brings in its trail cyanosis, 
palpitation, cough, sleeplessness, and pulmonary engorgement. 
These symptoms reached a high percentage. Dyspnoea is largely 
the result of embarrassment of the movements of the diaphragm 
by the enlarging uterus, and consequent decrease in vital capacity. 
A noteworthy feature in this connexion is that 30 patients dated 
the time of onset of breathlessness, or deterioration in their con- 
dition, as being shortly before they felt life. Quickening is 
appreciated, as a rule, about the eighteenth to the twentieth weeks. 
At that time the fundus uteri is nearing the umbilicus, at which 
level the diaphragm will commence to feel the effects of the en- 
larging abdominal mass. Other factors for example, increased 
oxygen requirements—may also play a part in the production of 
dyspnoea; but the main factor is undoubtedly the embarrassment 
of the diaphragm. 

The frequency of failing compensation—this was present in 
every case—would add support to the statement that pregnancy 
has a marked deleterious effect on cardiac disease. In addition 
25 patients, i.e., over 50 per cent of the series, had not any 
symptoms when they were not pregnant, unless during violent 
exertion. 

Enlargement of the heart was noted in 42 cases, or 93 per cent. 

Of the 45 patients, 22, almost 50 per cent, required rest in bed, 
with the usual methods of treatment of cardiac cases, before the 
twenty-eighth week of pregnancy, on account of the urgency of 
the symptoms and signs of decompensation. The average length 
of time in bed required to bring these cases back to a degree 
approaching normal was four weeks. Of the 22 patients eight 
ultimately reached term to have normal deliveries (the average time 
for which was four hours). Five were treated by @aesarean section, 
performed in one case under gas and oxygen anaesthesia, and in the 
remaining four under open ether. The opportunity was taken to 
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sterilize the patient in each case. Induction of miscarriage was 
performed in five patients, as they did not respond to treatment. 
The time of operation varied from the sixteenth to the twentieth 
week, Abdominal hysterotomy followed by sterilization was 
performed at the twentieth week in one patient, on account of 
the marked degree of decompensation, which did not improve 
under treatment. The remaining three of these 22 patients did not 
seek further treatment at the hospital. 


Labour. 

Thirty-one patients of the total series came to labour at term. 
In my experience parturition in cardiac cases is not so serious 
as one might expect. It is generally quick; the average duration 
of labour for 2y cases was six hours. This shortening of labour 
has been attributed te an increase in the strength and frequency 
of the uterine contractions, due to an excess of CO, in the blood. 
Possibly the softness of the cervix uteri, consequent upon the 
engorgement of the peivic organs, also plays a part. Post-partum 
haemorrhage did not occur in any case, although stated by some 
authorities to be common. No patient collapsed during, or 
immediately following, the third stage. 


Prognosis. 

While every case showed a fair degree of failure of compensa- 
tion there were two deaths only in the series, a mortality-rate of 
4.4 per cent. 

The first fatal case had been transterred from a general hospital, 
where she had been in bed for six weeks with a marked degree of 
cardiac failure. Spontaneous labour at the thirty-fourth week 
followed admission, and lasted 30 hours. This was the patient's 
first pregnancy, and she was 34 vears of age. During the puer- 
perium the patient developed enlargement of the liver and 
haemoptysis, and on the eighteenth day auricular fibrillation 
supervened, from which she died almost immediately. 

The second death occurred in a woman who had had six 
children. There was a marked degree of failure of compensation 
While labour was easy, lasting only one and a half hours, she 
collapsed in 48 hours, and died immediately. This was one of 
the cases in which aortic incompetence was superimposed on the 
mitral stenosis. 

Published statistics of mortality in pregnaney complicated by 
heart disease vary from two per cent sto So per cent, but a 
fair average (De Lee) appears to be 6.3 per cent. While the gravity 
of heart disease complicating pregnaney cannot be denied, the 
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following figures taken from this series present an interesting 
study : 


Number of 
Number of patients. (per cent) times pregnant. 


15 I 
7 2 
17 
11 
35 
6 


We see, therefore, that 10 patients had borne go children. The 
cardiac lesion did not appear in a few weeks and must have been 
present in some, if not all, of these pregnancies. 


Trealment. 

As stated above, 30 patients had normal deliveries; one 
labour was terminated by the forceps, 3.3 per cent. Labour was 
induced in two of the patients at the thirty-seventh week tor 
failure to respond to treatment, labour being prolonged over 24 
hours. In five patients Caesarean section followed by  steriliza- 
tion was performed. In five patients labour was induced between 
the sixteenth and twentieth weeks, while the remaining case was 
treated by abdominal hysterotomy and sterilization. 

The following factors were guides to treatment: (1) parity ; 
(2) degree of decompensation ; (3) response to treatment; (4) age 
of patient; (5) relative values of induction of premature labour 
and of Caesarean section; (6) number, maturity, and nature 
of previous continements ; (7) maturity. In general, when the case 
was seen early in pregnancy with signs of failing compensation 
and there was not any improvement after two to three weeks in 
bed, termination of the pregnancy was advised. Abdominal 
hysterotomy was speedy and least: risky, and also permitted 
sterilization. 

Miscarriage, following induction, was always a long drawn- 
out process, with troublesome bleeding afterwards. By the time 
the patient had miscarried she was in a fairly poor condition and 
not in a fit state for an anesthetic and curettage. 
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Cases which cleared up after rest in bed were carefully watched 
during the remainder of the pregnancy, and if compensation was 
maintained they were allowed to go into labour, which was almost 
invariably rapid. Caesarean section was performed in those cases 
in which there was a return of decompensation in the last few 
weeks with no improvement in bed. This method of treatment 
is fairly safe, has the advantage of being easy and speedy, and 
affords opportunity for sterilization. 

Induction of labour near term was not advised. Anaesthesia 
is often required to perform the operation, and labour in such 
cases is invariably slow and protracted, leading to a risk of fatal 
collapse. The condition of a patient with cardiac disease which 
warrants termination of pregnancy in the last few weeks is, at 
the same time, too grave to allow of the risks of mechanical in- 
duction and consequent lengthy labour. While delivery with the 
forceps, as soon as the conditions for its application are fulfilled, 
is commonly advocated, only one case required this line of 
treatment. 


1 have to thank Professor C. G. Lowry, Mr. H. L. H. Greer, 
Dr. C. H. G. Macafee, and Dr. H. C. Lowry, for permission to 
use the charts of their patients from which this article has been 
prepared. 





A Case of Retroflexion of the Full-time Gravid Uterus. 


By CARLTON OLDFIELD, F.R.C.S. (Eng.), F.C.0.G. 


Consulling Surgeon, General Infirmary, Leeds, and Women's 


Hospital, Leeds. 


Dk. ANNESLEY FISHER, Skipton, saw the patient for the first time, 
in place of her ordinary medical attendant, at 6 a.m., June 4th, 
1425. He was told that she was aged 25 and in her first pregnancy. 
Labour was expected in about 10 days; antenatal examinations 
had not been made; there had not been any pain or other abnormal 
symptoms during the pregnancy. The membranes had ruptured 
16 hours previously, since when liquor amnii had been dribbling 
away continuously. Labour pains came on during the night, 
but they were few and far between until about 5 a.m., when they 
became stronger and less infrequent. 

Dr. bisher noticed that the uterus appeared to be small, its 
upper limit being only two or three inches above the umbilicus. 


He made a vaginal examination and felt a limb in the vagina 
and a swelling in the hollow of the sacrum. The external os could 


not be felt. He telephoned to me about the case at 7 a.m. and 
soon afterwards sent the patient in an ambulance to Leeds. 1 saw 
her, in consultation with Dr. Fisher, at g a.m., shortly after her 
arrival in the nursing home. From his description of the case | 
expected the complication to be that of an ovarian cyst obstructing 
labour. The patient looked very well and had a normal pulse- 
rate and temperature. “The uterus was small. The child lay 
obliquely, but its outline could not be detined because of the tirm- 
ness of the uterus. The foetal heart-rate was 120. The patient 
was anaesthetized and after emptying the bladder, which con- 
tained six ounces of urine, and irrigating the vagina a vaginal 
examination was made and a limb felt (Fig. 1). The limb was 
inoarm; i was swollen and firm to touch. Phe vagina was dis- 
placed forwards and upwards by a large tumour in the hollow of 
the sacrum. ‘Phe tumour was rounded in shape, about as large 
IS aoseven months’ foetal heads: it was firm to touch but neither 
hard nor detinitely evstie. The os utert could not be reached. An 
oblique le due to obstruction by an ovarian tumour was diagnosed, 
md it was decided to open the abdomen, remove the tumour, and 


then deliver the patient through the natural passages. While the 
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3 
skin of the abdominal wall was being cleansed it was remarked 
that the size of the uterus appeared to be unusually small. When 
the peritoneal cavity was opened and the uterus exposed, no 
abnormality was noticed except that the line of reflection of peri- 
toneum from the uterus to the bladder was raised to about a hand's 
breadth above the symphysis pubis. An attempt to draw the 
uterus out of the abdomen by gentle traction failed, and deeper 
anaesthesia was requested. When this was obtained the hand 
was passed into the abdomen and behind the uterus, which organ 
was slowly but firmly lifted forwards until it was delivered on to 
the surface of the abdominal wall (Fig. 2). The uterus did not 
sag forward as it usualiy does in such circumstances, but it tended 
to return into the abdominal cavity. The uterus was markedly 
retracted, and on palpation the parts of the child could not be 
clearly made out, but its head was felt below and to the left. The 
hand was now passed behind the uterus and insinuated between the 
tumour and the sacrum, and the tumour was cautiously raised 
on to the surface of the abdomen. It then became evident that 
the tumour was uterine and not ovarian, for it projected erect 
from the fundus of the uterus (Fig 3). It was as large as a seven 
months’ foetal head, rounded and tirm to touch. Its colour, which 
gave it a congested appearance, was of a deeper shade than the 
rest of the uterus. Its attachment to the uterus was broad and 
only slightly less than the greatest circumference of the tumour. 
As the tumour appeared to be a fibroid it was decided to turn 
the child into a vertex presentation and then leave the delivery 
to nature. 

At first the attempt to turn the child failed on account of the 
arm being prolapsed in the vagina. The prolapsed arm = was 
easily replaced in the following way. After passing the right 
hand into Douglas's pouch and feeling the child’s arm through 
the vaginal wall, sweeping pressure was made upwards on the 
child’s arm with this hand. Then pressure inwards was made 
on its head by the left hand through the front of the uterus. By 
these manipulations the arm was at once restored into the cavity 
of the uterus and the head placed over the brim in the middle 
line. External cephalic version was thus completed. 

Before closing the abdomen the tumour was again examined. 
There seemed to be no doubt about its being a tibroid. Phe only 
question was whether the tumour should be removed or lett im sifu. 
Rightly or wrongly it was decided to remove it, because it was 
thought that it might produce symptoms during the puerperium 
or afterwards, especially if the patient again became pregnant. 


An incision long enough for tts enucleation was made over the 
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top of the tumour. The incision was a superficial one at first and 
involved only the peritoneum and a thin laver of muscle. On 
deepening the incision it became at once obvious that the tissue 
being divided was placental. 

There was no longer any question as to the nature of the 


‘“tumour’’ or the procedure by which the labour should be com- 


pleted, especially as the amniotic cavity was opened at one end 
(the left) of the incision. “he wound was lengthened to the left 
(hig. 4) through normal thick uterine wall, and the child delivered 
by Caesarean section, After removal of the placenta the uterus 
appeared to be a perfectly normal one except that the Caesarean 
incision lay on its posterior surface (Fig. 5). It extended from 
the insertion of the right Fallopian tube obliquely downwards and 
to the lett. The muscle was thin above and to the right, i.e., at 
the placental site, but of normal thickness to the left and below. 
After suturing the uterine incision the posterior surface of the 
uterus was examined for signs of adhesions; none were seen, but 
there was another interesting lesion, and this was a crack in the 
peritoneum about two inches long and passing obliquely over the 
lower uterine segment (a) (Fig. 5). The complete absence of 
oozing from the crack and its retracted margins were striking 
features. Its margins were drawn together by a few tine catgut 
sutures so as to cover the raw surface exposed. Finally the uterus 
was put back into the abdomen and the operation was completed 
by closing the abdomen in the usual way. 

Recovery was satisfactory and mother and child, both alive 
and well, went home within three weeks of admission. 

Phe case (Fig. 6), retroflexion of the gravid uterus continuing 
to full time, is a rare form of obstructed labour. The condition 
is barely mentioned in the usual textbooks and there are few such 
cases in the English journals, but Hlerman, Munro Kerr, Whit- 
ridge Williams and De Lee discuss the subject in their books. 

In his ‘Difficult Labour,’ Elermant makes the following 
statement: “Phe pregnaney goes on; the anterior wall of the 
uterus rises in the abdomen and at the end of pregnancy the uterine 
cavity is partly in the true pelvis, partly in the abdomen, the 
vaginal portion and os externum being above the symphysis pubis. 
Phis is very unusual. Surgeons called to such cases who were 
hot acquainted with the subject have performed various operations 
to extract the child, with disastrous results. In every such case 
that has been let alone (and Lam glad to say most such cases have 
been in English practice), natural delivery has taken place.”’ 

rom the above extract it 1s reasonable to cone lude that tlerman 


was familiar with the condition ; but the last sentence is surprising, 
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because in the cases reported, both in English and foreign litera- 
ture, natural delivery has been the rarest of all methods by which 
labour was completed. However, a case under Herman's care 
(see p. yg) did have a natural labour. In the last edition of Her- 
man’s ‘‘Difficult Labour,’ the treatment suggested is abdominal 
section if reposition by pressure from below fails. For this opinion 
the writer (C.O.) is responsible. 

This is what Munro Kerr? SaVs in his excellent account of 
retroflexion of the gravid uterus :—**But there is the third group, 
in which a portion of the uterus is left behind in the pelvis. This 
is now referred to as partial retroflexion or sacculation of the 
gravid uterus. It is quite possible in certain cases where, for 
example, a tumour of the uterus or the ovary exists, that the retro- 
displacement is really secondary, the tumour preventing the uterus 
from extending upwards in the abdomen, but in other cases it is 
certainly the result of adhesions. fl once saw a case where 
a myoma of the uterus prevented the fundus trom rising and 
caused sacculation, while a few vears ago a case was sent to me 
where a broad ligament cyst had a similar effect. Croom, Durhs- 
sen, and others have recorded similar cases. As examples 
of sacculation the result of a portion of the gravid uterus remain- 
ing behind, mention may be made of the cases described by 
Oldham, Merriman, Barnes, Hicks, Reid, and Dulhrssen.”’ 

It would appear that Munro Kerr has not seen a case of retro- 
flexion of the gravid uterus at full time, apart trom adhesions or 
tumours, but in the case here reported, and in most of the others 
referred to later, there was not any evidence of adhesions of 
tumour having caused the retroflexion. 

With regard to the name ‘partial retroflexion or sacculation,”’ 
the criticism offered is that so far as the writer can ascertain no 
such condition has been demonstrated by abdominal section. Tn 
his case the retrofiexion was undoubtedly complete. When the 
uterus was delivered on to the surtace of the abdomen the portion 
of the uterus which had occupied the pelvie cavity projected trom 
the top of the uterus as a sacculation might be expected to do, 
but after the uterus had been emptied there was not any sign of sac- 
culation. Moreover, of the cases reported by British obstetricians 
most, if not all, seem to be of the same kind as this and were 
similarly named. Even uf the term were allowed it would be 
necessary to call the condition “sacculation ot a retrotlened 
uterus.”’ 

Williams® states: “‘ho this condition which is Known as saccu- 
lation, the head of the child may occupy the displaced tundus, 


While the cervix is so drawn up that the external os hes above 
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the upper margin of the symphysis pubis. Consequently at the 
time of labour the contractions tend to force the child through the 
most dependent portion of the uterus, while the cervix dilates only 
partially, so that spontaneous birth is out of the question and 
rupture of the uterus may occur as in a case reported by Campbell.’ 
lor these reasons Caesarean section will afford the most conser- 
vative method of delivery and, at the same time, make possible 
the reposition of the organ.” (Campbell's patient was only six 
months pregnant). 

This experienced obstetrician has evidently not seen a case and 
certainly not opened the abdomen and delivered the uterus on the 
surface, otherwise the name he gives to the condition, his theory 
of the mode of action of the uterus, and the treatment he suggests 
would be different. 

De Lee’ does not say he has seen a case, but gives a drawing 
of ene. From the legend attached to the illustration it is reason- 
able to assume that the case was similar to the one now recorded ; 
if it was, his constructed drawing does not represent accurately 
the actual condition of the uterus in such cases. In the text he 
states: ‘“‘Incomplete restitution may result in a condition known 
as retroflexio uteri partialis. This term is applied to those cases 
where part of the fundus is retained in the pelvis, the anterior 
wall expanding in the abdomen to form the ovum container. Many 
forms of the uterus are possible. They are due to inveterate 
adhesions, tumours, or changes in the uterine muscle or serosa 
at the point of the flexion. 

These cases may terminate normally at term, the deformity and 
dislocation of the cervix being fully overcome. Abortion or 
premature labour may occur, or incarceration which demands 
early interference and, if at term, operation, 

“A condition known as saccitorm dilatation of the uterus may 
be confounded with partial restitution. The cervix is found behind 
or above the pubis; the cul-de-sac is filled with part of the dilated 
cervix or the lower uterine segment. [tis usually a simple matter, 
Vy means of a linger or the vulsella, to pull the cervix to the median 
line and then complete delivery in the natural or ordinary operative 
method; but Depaul, who wrote a good paper on the subject, was 
unable, in his case, to find the os, and the patient died undelivered 
though he had made an opening through the posterior uterine 
wall.” 

Here, again, the author calls the condition partial retroflexton or 
sacculation, Phe distinction he draws between these two con- 
ditions is difficult to follow, and criticisms similar to those already 


made might be offered on the statements of this writer. An 
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exhaustive search of the literature for cases has not been made, but 
there appear to be no cases recorded in modern times except 
Herman’s® (1898), Potocki's’ (1g20), and Szenes’s® (1930). 

In Herman's case the uterus righted itself during labour, then 
the child) presented by the breech and was expelled naturally 
except for a little traction during the delivery of the head. The 
child was born dead, but the mother made a good recovery. 

Potocki’s case was at full time. The uterus was bound down 
by adhesions. The treatment adopted was Caesarean hysterectomy. 
The child was dead and the mother lived. 

Szenes’s patient was a post-mature primigravida. When the 
patient was nine vears of age she was wounded in the abdomen 
by a knife, and the viscera protruded. She had some urinary 
symptoms at the sixth month. She was delivered by Caesarean 
section and mother and child did well. This author refers to cases 
reported by Pinard, Solowig, Mais and Lange and mentions other 
cases, but does not give the references. 

Pinard’s patient was a post-mature primigravida. The head 
presented and the patient was delivered by Caesarean section. 
Mother and child did well. 

Solowig’s patient was pregnant for the third time. The duration 
of the pregnancy is not given. The child was extracted by the legs ; 
the uterus was ruptured : the mother died: the child lived. 

Mais’s patient was a= primigravida at the eighth month : 
craniotomy was performed: the uterus was ruptured: the mother 
died. 

The first description of the condition is given by Henry 
Deventer’, and in another work Deventer'’ gives the following 
account -— 


“Of a difficult Birth when the womb ts pressed too much against 
the backbone. 1 have learnt by experience and all practisers of 
Midwitery, who love the truth, may be taught by the same mistress, 
that the womb being out of its natural place, may be often too 
much resupined, or tend with its bottom backwards, being forced 
against the backbone; so that its mouth or passage is not 
only raised too high into the belly, but is so obliquely seated 
that it no longer answers the neck of the womb in the right 
line; but on the contrary the upper part of the vagina is so bent 
and crooked that it ts rather like the fgure of a three-cornered 
rule, than a direct line varving more or less, as the womb is more 
or less pressed against the backbone and the loins ot the woman are 
less sinuous.” 


During the nineteenth century there are recorded in the English 
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literature cases by the following: Merriman (two cases), Rams- 
botham, MacLeod, Oldham, Fundenberg, and Reid. In 1875 
Gustave Veit collected a number of cases, including some of the 
above, and, with the exception of the British cases and one other, 
(Vermandois’) these cases were not at or near full time. Depaul 
reported a case in 1876. 


Merriman.!'! 


First case. Several days in labour: ‘‘delivered 
‘ The mother lived and the child 
died. This case was reported by Jackson in 1798. 


’ 


by the gradual efforts of nature.’ 
> 


Second case (1806). Early rupture of the membranes: many 
days in labour: retroflexion reduced spontaneously : head presen- 
tation: craniotomy of dead child. The mother lived. 


Ramsbotham!'? (1838). Retention of urine at sixth month 
with incontinence during the remainder of the pregnancy : labour 
at the eighth month of pregnancy : early rupture of the membranes. 
Treatment by laudanum: short labour: spontaneous reposition 
of the uterus: abdominal presentation: internal version: difficult 
delivery : child dead. Result to the mother not stated. 


MacLeod” (1856). Long observation of case during several 
months. The patient was very ill during most of the time with 
retention, incontinence and high fever. The patient died, un- 
delivered, at the tenth month of pregnancy. The foetus was the 
size of a five months’ child. 

Oldham" (1859), Fig. 7. Munro Kerr calls this the classical 
case. Dr. Osborne diagnosed retroflexion during pregnancy. 
A few bladder symptoms ‘‘not worse than ordinary,’’ first preg- 
nancy: full time. 


Abdomen. The uterus differed in size and shape from normal, 
its front surface was narrowed and reached to a hand’s breadth 
above the umbilicus. Its summit receded instead of projecting and 
the ‘“‘womb was less bulky’? than normal. 

Per vaginam. The tumour filled the pelvis, closing the vaginal 
walls. Fluid was felt over the head, which was in the pelvis. The 
patient was in good condition. Under chloroform the hand was 
forced into the vagina ; the external os was at least three inches above 
the brim and closed. The os was dilated with the fingers, when 
the scrotum was felt. Oldham could pass his fingers over the 
‘‘margin of reflexion which comprised a dense firm tissue, and 
cavity of uterus was perceived to dip downwards.’’ An attempt 
to raise the uterus by pressure from below failed. Internal version 
was performed using traction on anus first of all. Then he 
‘rapidly shifted pressure on to head’’ (in pelvis): the os came 
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down, a foot was pulled on and the child was delivered but it 
was dead. The mother lived. 

Fundenberg'’ (1877). The case was complicated by cancer of 
cervix. The patient was delivered by Caesarean section at full 
time; the child was dead; the mother lived three months. 

Reid'® (1879) (Fig. 8). In the pelvis was a tumour (containing 
placenta) the size of a child’s head; it projected from the vulva 
during labour pains. Labour was prolonged and the patient 
became very ill. The lie was transverse. Chloroform was given 
and the os dilated manually. Internal version was performed and 
the tumour was pushed up before delivery of the head. The child 
lived five or six hours, but the mother died. 

Depaul'? (1875) (Fig. o}. The patient was seven and a half 
months’ pregnant. Labour was long: an incision was made into 
the uterus through the posterior vaginal wall and part of the child 
was extracted through the opening. The head was left in the uterus ; 
the mother died. The post-mortem revealed acute retroflexion of 
the uterus. 


Discussion, 

It is evident from the scarcity of reported cases that complete 
retroflexion of a full-time uterus is a very unusual one. The case 
here described is remarkable in that the patient stated that she 


had not suffered from any symptoms during pregnancy, urinary or 


otherwise. The question of diagnosis is not important, because 
the most likely condition for which retroflexion would be mistaken, 
namely, that of ovarian cyst blocking the pelvis, should be treated 
in a similar way to the retroflexion, that is, by abdominal section, 
if gentle pressure upwards on the obstructing tumour failed to 
dislodge it. 

The method of turning the child adopted in this case, that is, 
after opening the abdomen, might with advantage be employed 
instead of internal version in certain cases. 

Oblique lie, with a living child, in which it is feared that intra- 
uterine manipulation would be dangerous on account of sepsis or 
rupture of the uterus, would be such a case. 
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MATERNITY HOSPITALS REPORTS. 

In reviewing these reports each year we have endeavoured to point 
out to the compilers how future reports could be made more valuable. 

We have also, from time to time, drawn attention to what has seemed 
to us an undtily high mortality in certain abnormalities, in the hope that 
the honorary staff concerned would take steps to improve the results of 
treatment and so advance the art of obstetrics. 

Our efforts have met with varying response. Some hospitals now issue 
reports which are above any criticism; others show minor discrepancies ; 
and still others continue in their own sweet way, oblivious of all outside 
thought and comment. 

We attended the discussion on ‘Breech Delivery” at the British Medical 
Association meeting at Eastbourne last summer (1931). In a_ previous 
review we called attention to the high infant mortality in breech deliveries, 
but we were rather overwhelmed at the figures put before us in the opening 
paper. We have, therefore, particularly studied the “breech tables’? in 
these reports. 

First of all we find that practically every hospital records breech 
‘“‘presentations,”? whereas it seems to us obvious that it should be 
“deliveries,” and that cases of Caesarean section when the child happens 
to be presenting by the breech should not be included in the general table 
of breech deliveries. 

On the other hand, to get a true idea of the dangers of breech deliveries, 
cases of version which are delivered by the breech might possibly be 
included. Further, we agree with Gibberd that cases with obstetric 
complications other than those attendant on the breech presentation 
itself (such as ante-partum haemorrhage, contracted pelvis, eclampsia) 
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might well be placed in a separate table. We would not include twins 
in the obstetric complications. It is obvious that, at present, it is an 
extremely dangerous thing for the foetus if it presents by the breech and 
is delivered in a maternity hospital. ‘The honorary staffs in charge may 
be stimulated to take steps to reduce the high mortality. Possibly ante- 
natal external version may be more extensively practised. Not many of 
the reports refer to this operation. It would be most valuable to have 
a table showing the number of attempts to perform external version 
before labour, the number of successes and failures, and the results to 
mothers and babies in each case. 

The reports of Guy’s, Edinburgh, University College, the Jewish 
(London), Glasgow, Liverpool and Sheffield Hospitals are all excellent 
examples of the standard maternity hospital report. 

LIVERPOOL, the first to make real efforts to improve its report, rapidly 
took the leading place in this matter, and has now led easily for some 
years: not only does it lead but it is full of enthusiasm to improve the 
report year by year, 

We have in past years made suggestions for improvement. Liverpool 
not only always takes these suggestions to heart, but also gets ahead of 
us, incorporating improvements of its own devising. Guy’s and Liverpool 
have forestalled us in giving a table dealing with antenatal version. At 
Liverpool external version was performed in 10 cases, which to us seems 
a small proportion out of the number that attended the antenatal depart- 
ment. There were 4o breech deliveries on the district and 44 booked cases 
among the in-patients. The infant mortality of the district is not stated. 
There were 35 emergency breech deliveries in the hospital, and among the 
total 79 cases the infant mortality was 34 per cent. 

Liverpool, this year, has inserted a new table, analyzing the causes of 
death on the lines of the Interim Report of the Departmental Committee 
on Maternal Mortality and Morbidity, dividing all the cases into two 
groups, one with a primary avoidable factor and the other without a 
primary avoidable factor. Case No. 75 was a spontaneous rupture of the 
uterus through a scar of a previous Caesarean section, The patient had 
had tour children previously delivered by Caesarean section. She was 
adimitted, in her fifth pregnancy, at g aim., complaining of slight 
abdominal pains; and at ro a.m. there was some collapse with symptoms 
of internal hacmorrhage, and she died undelivered at 11.20 a.m. (There 
is a printer’s error here as to the year in which she died; we only note it 
as there are extraordinarily few printer’s errors in this report, but in both 
cases, numbers 70 and 75, the year is given as 1931, when, obviously, 1930 
is meant). It seems to us that the primary avoidable factor was failure 
to diagnose rupture of the scar carher, since from the history one would 
suspect that the abdominal pain which brought the patient to the hospital 
Was duc to the rupture. 


Case number 385 with concealed accidental haemorrhage, Vhis was an 
emergency admission for toxaemia, and the patient was under treatinent 
for it days before the haemorrhage started. It seems to us that the 
primary avoidable factor in her case was the failure to realize how serious 
the condition was when the pain commenced at, aan. In both cases early 
operation might bave been successful 
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Case number 603. ‘The patient was admitted with toxic jaundice, follow- 
ing injections for syphilis, and, an attempt being made to induce labour, 
a placenta praevia was discovered. 

Case number &7g. The patient was an in-patient, aged 46, under treat- 
ment for toxaemia of pregnancy, when spontaneous labour occurred. 
Delivery was completed with the forceps, but the patient died so minutes 
later with symptoms of shock. 

Now it is quite obvious that in each of these four cases the symptoms at 
first were very slight, and the signs that the condition was severe were 
evident only when it was too late to save the patient by a different line 
of treatment. Surely the primary avoidable factor was an ‘error of 
judgment.” 

A group of 10 cases is given in which death is said to be due to an 
‘error of judgment.’’ and in each case the alleged error of judgment was 
committed before admission to hospital, 


‘ 


The maternal mortality is very low: 1,230 patients were admitted 
as booked cases with a mortality of 0.49 per cent, whereas 303 emergencies 
had a mortality of 4.96 per cent—1o times as high! The statistics con- 
cerning the babies are very well and fully dealt with. We understand 
Liverpool intends next year to record the condition of infants 
discharge, whether they are actually gaining weight, 


on 
itrespective ot 
whether they have passed their birth weight or otherwise. This strikes 
us as being quite a valuable innovation, as the stay of maternity patients in 
hospital is so short that in many cases in which the infants are progressing 
perfectly satisfactorily they have not regained their birth weight on their 
discharge. The rest of the tables are excellent, and so far as we can 
observe every detail of importance is recorded, and recorded fully. There 
are practically no inaccuracies, and we have noted exceptionally few 
printer’s errors. We would suggest to the Registrar that next year he 
gives a little attention to page 4, as we note the Edinburgh repot 
designates its staff with their appropriate status in the B.C.O.G.: we div 
expect Liverpool to lead in this small item ! 


+ 
‘ 
} 
ad 


The EpinsurGu report is also extremely good this year. The maternal 
mortality at Edinburgh is even lower than at Liverpool. There is a very 
short account of the progress of the babies. The foetal 


nortality. in 
delivery by the breech is very high at Edinburgh. 


Etforts have been made 
by the Registrar to reduce this by adding to the table to cases of Caesarean 
section. When these are extracted we find the mortality more than 
per cent. According to the Twins ‘Table, No. oto 
had twins, both born as breech presentations : one died and one was still- 
born. In the Breech Table this woman appears to have had only one baby, 
Which died. 


» an emMergenev patient, 


In spite of a very extensive practice in breech delivery at 
Edinburgh the mortality seems to be very high! We note that in cight 
cases external version was successfully performed in the Antenatal Depart 
ment, and attempted, unsuccessfully, ino ry cases. The high foetal mortality 
rather suggests that the Antenatal Stafh might practice external version in 
in effort to become more proficient than they appear to be from their results 
Shoulder presentations occurred eight times in booked cases 


ated iitte 
times as cmergenctes. None of these 


patients was treated by external 
version in the Antenatal Department, but two were treated, presumably 





374 Journal of Obstetrics and Gynaecology 


at the onset of labour; a living child was born in each case, ‘Ten cases 
were treated by internal version, presumably converting them into breech 
cases, but they are not included in the Breech Table; if they had been the 
foetal mortality for breech delivery would have been considerably increased, 
as seven out of 10 babies died; in fact, we find the correct foetal mortality 
for breech delivery to be 44 per cent. We also note 60 cases of hypere- 
mesis gravidarum, five of which did not respond to medical treatment, 
and so pregnancy was terminated. Another two were treated by abdominal 
hysterotomy : both died. Two others were associated with hydatidiform 
mole. There was one other case of hydatidiform mole, making three in all; 
they were all treated by evacuation of the uterus per vaginam; one 
developed chorion-epithelioma. 


r 


At SHEFFIELD there were 27 cases of hyperemesis gravidarum, with three 
deaths. Sheffield gives a table of vertex presentations and interprets this 
term to mean spontaneous delivery by the vertex, and does not include 
cases of Caesarean section, or of ante-partum haemorrhage, ‘except a few 
cases which had simple spontaneous deliveries without interference.’”’ We 
approve of this classification and would extend it to cases of porterior posi- 
tion of the occiput and breech. In the Caesarean Section ‘Table, Sheffield 
inserts a column to show whether the incision into the uterus was in the 
upper or lower segment: three of the five patients in whom the lower 
segment was incised and one of the 21 patients in whom the upper segment 
was incised died. 

Liverpool does not give any indication as to the site of the uterine 
incision. Edinburgh, in the Remarks Column, states that in one patient 
the lower segment was incised. Sheffield has introduced an account of 
patients who received a blood transfusion. References are not given to 
Maternal Mortality Table, so one has to go to considerable trouble if one 
wishes to investigate the value of blood transfusion in obstetrics. A little 
elaboration of this table would make it extremely valuable. The year 
1928 was a good one for eclampsia at Sheffield; there were 31 cases, with 
only one death, 


Tue Tsan Yuk Hospitar, report is similar to its predecessors; it is 
interesting reading-in detail, especially the letterpress, as the description 
of the work and the cases in the East show that the complications there 
are different from those which are usually met in England. The letter- 
press does not of necessity correspond with the tables, and we find difficulty 
in segregating the two cases of eclampsia in the table. There is a column 
for condition on admission: in one case the condition on adimission is 
stated to be “brought in a fit,” and in the other, “brought in an 
ambulance.’”?’ The one “brought in a fit’? recovered, whereas the one 
“brought in an ambulance” died! There is a good report on the gynaeco- 
logical practice in the hospitals. The total operations of the two hospitals 
is 169 and most of them are given in detail. This is possible when the 
number is small, but would be useless at a large hospital in which many 
operations are performed. 


Guy’s Hospital report is on similar lines to previous years, namely, 
classifying the cases not into hooked and emergency, but into those cases 
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living in the neighbourhood and those living at a distance. ‘The greater 
number of cases was sent to the hospital on account of some anticipated 
difficulty, and some had received antenatal care at the hospital. We 
repeat what we have said before, that any standard report must of necessity 
be modified to suit individual requirements, and we repeat that this 
classification is particularly good for the work done at Guy’s. We find 
the tables show all details well and have been drawn up carefully and 
accurately. In the Caesarean Section Table the Remarks Column is used 
to indicate whether upper or lower segment operations were performed. 
We would suggest that wherever the two operations are performed it 
would be as well to divide the table into two, and give one for the upper 
and one for the lower segment, each table being a table divided into 
booked or emergency (class A and class B). A complete table of version 
is given, External version for transverse or oblique lie was performed 
twice, and for breech presentation 44 times, presumably antenatally. A 
footnote is added that version failed in five cases. In spite of this the 
department managed to collect 46 cases of breech presentation during the 
year, and all but two of the patients had breech deliveries, the two 
being delivered by Caesarean section. In the table of complicated breech 
the primigravida has been excluded, since the Obstetric Staff at Guy’s 
Hospital does not account it as an abnormality. It was originally suggested 
by the Committee for the Unification of Maternity Hospital Reports that 
primigravidae should be included in the table of complicated breech cases. 
It was suggested that the details of uncomplicated breech cases need not 
be given, but a summary was sufficient, whereas in complicated breech 
cases it was asked that a detailed table should include primigravidae. We 
are in agreement with Guy’s in this, but we should not say that ‘‘one of 
twins’? or that ‘“‘pyelitis’” is a serious complication in a breech delivery. 
We should have thought that pyelitis would have no more effect on labour 
than albuminuria, but at Guy’s albuminuria is not called a complication 
whereas pyelitis is called a complication. In the case of twins we should 
have expected the breech delivery to have been easier than in the case of 
a single baby owing to the likelihood of the child being smaller. In the 
Treatment Column of complicated breech we note one case of external 
version and one case of bipolar version. It is not clear from this table 
whether these cases were those of vertex presentation converted to breech, 
or breech presentation converted to vertex. In one of the patients, it is 
stated, labour was induced, and on referring to the Table of Induction the 
presentation is not given, so we are left in the dark. In the uncompli- 
cated cases, No. 86 and No. g7, labour is said to have been induced : 
both babies had extended legs. No 86 we cannot trace at all; in the 
Breech Table, case 98, the patient is delivered by extraction, and in the 
Induction Table she is reported to have had a spontaneous delivery. We 
also notice the case No. 221 occurs as twins in the Induction Table. 
[t is a little confusing to find two registered numbers to most of, the 
cases, the antenatal registered number and the ward registered number, 
and we are not quite clear whether this indicates that those without an 
antenatal number are emergencies and those without a ward number are 
district cases. 


The tables from UNIVERSITY COLLEGE OBSTETRIC Hospital are sometimes 
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grouped into booked and emergency, and sometimes lumped together with 
the registered number preceded by E in the case of emergencies. It seems 
to us that it would have been no trouble to have grouped the emergencies, 
as is done in eclampsia, persistent occipito-posterior and uncomplicated 
breech presentations. There is a table dealing with hydramnios in which 
13 cases are reported; most of them, apparently diagnosed as hyd ramnios 
quite early in pregnancy, did not appear to have anything the matter at all, 
and to have been simply put into the table to make it look more important. 
A little footnote after the tables, or before the tables, giving the number 
of cases and the number of maternal and foetal deaths would be useful; 
but perhaps that would make it too conspicuous that in uncomplicated 
breech presentations the foetal mortality is 50 per cent and in complicated 
breech presentations it is too per cent, and for the whole of the breech 
cases 65 per cent. We also note case No. 957, a primigravida with a normal 
vertex presentation. As a demonstration, internal version was performed 
at the beginning of the second stage of labour, and the foetus was delivered 
alive. We also note one transverse lie treated by internal version, when 
the child was extracted alive. They are fully alive to the dangers of breech 
delivery at University College, as external version was performed 41 times 
antenatally, and attempted version failed five times. It is not stated how 
these cases in which version failed progressed during labour. 

Part 2 of the Report deals with the gynaecological work of University 
College Hospital. We like this report very much; it is short, neat and 
concise, and gives the number of every case, a feature of enormous value— 
anyone at any time wishing to look up any particular treatment of a 
gynaecological condition can do so without trouble. Most gynaecological 
reports inform one that there were so many cases of, say, fibroids, and that 
so many were cured, so many were relieved, and so many died, and there 
is no way of looking up the individual notes except by laboriously wading 
through sheet after sheet in the bound volumes stored at the hospital. 


Tur Jewisn Hosprrra., London, has produced an excellent standard 
report. There were no deaths among 7yg2 deliveries, and only 11 cases 
of morbidity. There were six cases of Caesarean section, two of placenta 
pracvia, and not any case of eclampsia. Eight emergencies were admitted. 
Presumably, they were all normal, as only one appears in the tables. The 
Inost is made of this one case, however. She was delivered with the 
forceps; the placenta was manually removed. Post-partum haemorrhage 
eceurred, and the puerpermm was morbid, This case appears in all four 
tables. Mother and child both did) well. 

There is a new table on Pest Labour.’ Kleven cases were subjected 
to this, according to the table. Hieht had normal deliveries, in one case 
delivery was assisted by the forceps because of foetal distress, and in two 
cases Caesarean section was performed after 12 and 20 hours respectively. 


The Grascow Report does not call for much comment, A list of the 
Staff is given without reference to their status in the B.C.O.G. 
Case No, g35, a patient with contracted pelvis in whom induction failed to 
produce labour, is recorded as being undelivered! We cannot find what 
happened to her in any other table. She does not appear to have had a 
normal delivery or a Caesarean section, or to be in the Mortality Table. 
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We have previously called attention to the abbreviations used. There 
is less confusion than formerly in that abbreviations of two conditions are 
not run together. But we note that in the maternity column the stage 
of pregnancy is usually recorded as F.T., or P., occasionally as 6 or 8, ete., 
without any designation, and at other times as 32 weeks, 38 weeks, etc. 
Presumably, F.T. stands for ‘full term.’’? This is tautology. Term is term. 
And what does P. mean? If it signifies ‘premature’ it is useless unless 
some indication is given of the maturity. Glasgow is the only report 
which has not adopted weeks as the standard of maturity. A complete 
glossary of the abbreviations used would save the stranger’s time. F.F.O., 
L.U.S., A.D. are all peculiar to Glasgow. 

The amount of abnormal work at Glasgow is tremendous. Seventy-five 
per cent of the admissions are abnormal, and there were 4,409 admissions, 
and 4,079 treated in their own homes on the district. And yet the 
Glasgow authorities are hostile to the proposals of the General Medical 
Council to improve the training of students. Glasgow, with all this 
material, should be able to give a wonderful training to its students. 

In spite of all these abnormal cases the death-rate is 2.6 per cent. It 
is probably slightly higher, as every case of false alarm of labour is counted 
as several patients. We have failed to sort these out, so we cannot give 
the correct figures. 

E-€.Re 


“Publications from the Maternity Section ‘A’, and from the Gynaecological 
Division of the State Hospital in Copenhagen, Denmark.’? Edited by 
S. A. Gammeltoft. 


A vety complete report is given of the obstetrical and gynaecological 
work in Professor Gammeltoft’s department. This report comprises the 
years 1929 and 1930. The annual deliveries in his clinic totalled 1,476 1n 
1929, and 1,501 in 1930, While the admissions in the gynaecological division 
were 503 in 1929 and 477 in 1930, together with 249 patients admitted to 
the X-ray Therapy Clinic for treatment. These figures do not include 
the patients treated in the obstetrical out-patients’ department. 

In the midwifery section an exceedingly low maternal mortality is 
reported, being 2.03 and 1.30 pro mille for 1929 and 109030 respectively. 
Judging from the percentage of operations reported and the results obtained, 
it would appear that very sound and conservative obstetrics is practised 
in this clinic. 

The remainder of the report comprises twelve papers which have 
appeared from Professor Gamumeltott’s department. The main paper ts 
one by Michael Nielsen entitled “Clinical Studies on Tuberculous Salpingo- 
O6phoritis and its Prognosis.”? It is a stupendous piece of work, entailing 
the study of 181 cases, and taking up 282 pages of the total report. 
Diathermy was found to be the most effective method to produce resorption 
in cases of infected adnexa, 

Another important paper is one by Professor Gammeltoft on the teaching 
of obstetrics and gynaecology in) Denmark, published recently in the 
Journal of Obstetrics and Gynaecology of the British Lempire. 


Il. Stander. 
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Nembutal and chloral in childbirth. 

The dosage employed was three grains of nembutal and 30 grains of 
chloral hydrate, followed by one and a half grains of nembutal and 30 
of chloral hydrate after an interval of two hours. The total dosage should 
not exceed seven and a half grains of nembutal and 120 grains of chloral 
hydrate. The results were, “painless labour,’? 62 per cent; ‘very good 
result,’? 21 per cent; “good result,’’ 10 per cent; “failure,’? seven per 
cent. The initial dose is given in primiparae when the os is about half 
dilated and in multiparae when it is from one-fifth to two-thirds dilated. 


The duration of the red lochia. 


In a series of hospital cases the average duration of red lochia averaged 
‘ 


24 days. The average in cases of subinvolution and retroversion was not 
higher than in normal cases, neither did age, parity nor the absence of 
suckling have any etfect. 


Mortality in maternity hospitals. 

Deaths occurring in the Glasgow Royal Maternity Hospital have been 
analysed on the lines adopted by the Maternal Mortality Committee otf 
the Ministry of Health. An avoidable factor was present in 71 per cent; 
lo per cent were moribund on admission, 13.7 per cent were due to inter- 
current disease, 35.3 per cent were duc to inadequate antenatal care, S.t 
per cent were due to negligence on the part of the patient or her friends 
and 14.1 per cent were due to faulty judgment. The authors cousider that 
hospitals with unified control or, better still, with a resident master have 
the best results. 

Wilson. 
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January 2, 1932. 
Treatment of dysmenorrhoea by exercise. A. E, S. Clow. 
A “contraceptive.”? V. B. Green-Armytage. (Memorandum). 
breech presentation. J. G. H. Ince. (Memorandum). 
Chloroform in Jabour. B. Solomons. (Correspondence). 
January g, 1932. 
The present and future of the science and art of obstetrics and gynac- 
cology. W. Blair-Bell. 
The source of infection in an outbreak of puerperal fever. H. R. Spencer. 
(Correspondence). 
The Gratenberg ring. T. Bo Davies and N. Haire. (Correspondence). 
Chloroform in labour. W. J. B. Selkirk and A, C. Cressy. (Corres.). 
January 16, 1932. 

*Puerperal sepsis and prophylactic vaginal antisepsis. C, L, Somerville. 
Teratomatous cyst of the ovary discharging via the umbilicus. R. Bocock. 
Colporrhaphy for prolapse. W. Fletcher Shaw. (Correspondence). 
Chloroform in labour. H. Y, Stoddart. 

January 23, 1932. 
Colporrhaphy for prolapse. Sir. H. Simson. (Correspondence). 
Ovulation and the sex cycle. Wilfred Shaw. (Correspondence). 
Maternal mortality. I,. F. Beecle. (Correspondence). 
January 30, 1932. 
Gas gangrene complicating obstructed labour. J. E. Church. (Memo.). 
Colporrhaphy for prolapse. E. H. Roberts. (Correspondence). 
February 6, 1932. 
The Grafenberg ring. G. ‘T. Cregan. (Memorandum). 
Ovulation and the sex cycle. J. M. Robson, (Correspondence). 
Colporrhaphy and prolapse. W. Fletcher Shaw. (Correspondence). 
February 13, 1932. 
Ovulation and the sex cycle. Wilfred Shaw. (Correspondence). 
Maternal mortality. M. Melgrave. (Correspondence). 
February 20, 1932. 
*High blood-pressure as an carly sign of toxaemia of pregnancy. I. J. 
Browne. : 
Kebruary 27, 1932. 
Spontaneous version of extended breech. M. M. Kenn and FF. Whitrow. 
(Memorandum). 
Chloroform in labour. M. Cutner. (Correspondence). 
March 5, 1932. 
#Pwo specimens of carly human ova. Wilfred Shaw. 
Maternal mortality. V. E. Hastings. (Correspondence). 
Colporrhaphy and prolapse. E. H. Roberts, (Correspondence), 
March 19, 1932. 
Thoracic metastases in ovarian carcinoma. H. TV. Hvans and G. I. 
Strachan. 

Colporrhaphy and prolapse. W. Fletcher Shaw. (Correspondence). 
Puerperal septicaemia and C. M. B. Nurses. LL. W. Hefferman, (Corres.). 
March 26, 1932. 

The chronic pelvic woman, A, Bourne, 
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Puerperal sepsis and prophylactic vaginal antisepsis. 

The author lays stress on the importance of infection from the appar- 
ently normal vaginal flora. He advocates the introduction of antiseptics 
into the vagina of the parturient woman. He uses two per cent mercuro- 
chrome in glycerine which is instilled into the vagina on‘admission, and 
this is repeated each morning until the patient is delivered. A marked 
reduction in morbidity has been noticed. It is calculated that the 
“temperature days” are reduced by about 4o per cent. 


High blood-pressure as an early sign of toxaemia of pregnancy. 

Albuminuria is really a late sign of toxaemia of pregnancy and it is 
shown that in a certain number of cases a rise in the blood-pressure precedes 
the appearance of albumin by a considerable length of time. The rise in 
blood-pressure is often the sole sign or symptom of the toxaemia. 

Two specimens of early human ova. 

The first specimen was obtained from a case of hysterectomy for 
fibroids. The specimen is dated as follows : (1) 26 days after insemination ; 
(2) seven to 10 days after menstruation was expected, and (3) 38 days 
after the onset of the last period. The author estimates that ovulation 
occurred two days after insemination. Earlicr ova than this have been 
described, but many of these are unsatisfactory for various reasons. This 
ovum is perfectly preserved and has been cut in serial sections at Io,. 
The embryo measures 1.06 by 1.44 by 1mm. The ovum is described in 
detail. 

The second specimen is rather later, and the embryo measures 3.15 
by 1.46 mm, It is a specimen of double monster and belongs to the rare 
group of amphalopagus parasiticus. The large embryo is complete and 
is fused in the umbilical region with the smaller, which consists only of 
the caudal end. Double monsters are then classified. This specimen 
supports the view that human umovular twins result from two embryonic 
axes developing on the embryonic disc. This is at variance with the 
blastomere theory and presumes the formation of twins at a much later 
stage. 


A. L. Walker. 


The Canadian Medical Association Journal. 


Vol. xxvi, No. 1, Janttary, 1932. 
*Leucorrhoea. 1,. C. Conn, 
*A case of primary carcinoma of the Fallopian tube. BP. J. Kearns. 
Vok xxvi, No, 2, Bebruary, 1932. 
*Phe blood-calcium during pregnancy. A. E. Mowry. 
*Rectal ether analgesia in childbirth. W. J. Stephens. 
Vol. xxvi, No. 3, March, 1932. 
*Glycosuria in pregnaney, 1,, A. Chase. 
*Pregnancy, glycosuria and pre-natal care. Ve J. Harding and D. 1. Selby. 
Leucorrhoea. 
The treatment of leucorrhoea is difficult. A few of the known causes 
are discussed in this paper. One cause for difficulty is the general con 
dition of the patient. Anaemia and general debility are often causes in 
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young girls. Endocrine disturbances may also cause leucorrhoea. Gon- 
orrhoea is a very common cause. In this disease there is evidence of 
infection in Skene’s tubules, in Bartholin’s ducts, in the urethra and in 
the cervix. The urethra should be treated until vaginal massage of the 
urethral floor reveals no pus. A stricture of the urethra may follow. The 
urethral infection, unless cured, may be the cause of repeated re-infection ; 

It may be necessary to dilate the urethral stricture to cure the disease. 
Negative bacteriological findings in the films taken from the urethra and 
cervix are not signs of cure. Vigorous treatment directed to the urethra, 
Skene’s tubules, Bartholin’s ducts, the cervix and the Fallopian tubes 
makes the necessity for salpingectomy very rare. If operation is necessary 
the author is in favour of being radical, removing the Fallopian tubes, 
and some times the ovaries and the whole uterus or part of the uterus. 

Simple erosion, laceration, or chronic inflammation of the cervix is, 
in most cases, cured by use of the electric cautery, which has largely 
replaced operation and should be used even if the woman is pregnant. 
This may anticipate post-partum infection. 

The cervix should be inspected after delivery and, if lacerated, repaired. 
An examination should also be made at the end of the sixth week after 
delivery. Leucorrhoea always calls for a pelvic examination, especially 
at the time of the menopause. More careful attention to the cervix will 
reduce the incidence of cancer in the future. 


Chronic cervicitis may be the cause of pain in the lower abdomen; the 
pain is relieved when cervicitis is cured. The cervix may be a focus of 
infection, the bacteria spreading to other parts of the body. For the 
more severe degrees of cervical laceration or infection Sturindort’s operation 


is an excellent one. Most of the cervical muccsa should be removed. 
Another important cause of leucorrhoea is the trichomonas vaginalis, 
Which causes a foamy vellowish discharge causing much irritation at the 
end of a menstrual period, This organism is pear-shaped, larger than a 
pus cell, and has four Jong flagella on its antericr pole, and a short tail 
on its posterior, It is propelled rapidly by these. This organism has 
been found in pregnant women, nulliparae and young girls; ifs origin is 
unknown; it may not cause symptoms. The treatment is to scrub the vagina 
with tincture of green soap, to dry the vagina alter scrubbing, and to insert 
a tampon soaked in boro-glyceride. This technique should be frequently 
used. ‘The vulva should also be scrubbed daily with the same soap and 
t douche of lactic acid should be given in the strength of one drachm to 
one quart of watet \ number of cases will’ recur, but if organisms are 
not found alter three successive periods the treatment may be discontinued, 
\nother cause of leucorrhoca is the moniha, or veast fungus. It, also, 
nay be present without svinptoms. The reaction of the discharge is 
strongly acid. Farous women are more often affected than nulliparae. 
Nhe symptoms are itching, burning and smarting of the vulva and vagina 
with marked tenderness. “Phe organisin can be scen with the microscope. 
It also grows in culture. The treatment is to douche the vagina with an 
qqueous, alkaline solution contamime one per cent gentian violet. 


A case of primary carcinoma of the Fallopian tube. 
Primary carcinoma of the Fallopian tubes is a rare condition. In five 


years one prunary uid two metastatic carcinomata occurred 
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The author’s case: ‘The patient was a woman aged 50. A sacro-pubic 
hernia was repaired in 1918. She was admitted to hospital, in 1925, tor 
vaginal bleeding. The menopause had occurred nine years previously. 
A pelvic mass was not felt; a diagnosis of f 1 carcinoma was made. 

anterior 
wall, The right Fallopian tube was thickened; the left Fallopian tube 
appeared to contain, at its fimbriated end, a gestation of six weeks’ duration. 
The left Fallopian tube was attached to the sigmoid colon. Supra-vaginal 
hysterectomy and bilateral salpingo-obphorectomy were performed. Sections 
from the right Fallopian tube and the proximal part-of the left Fall 
tube gave evidence of exudative and productive salpingitis. Se 
the left Fallopian tube through the growth showed obliteration of 
lumen and replacement of the mucosa with dense masses of large, ova 
immature, irregularly staining cpithelial cells. In places these cells 
a poorly formed acinous and columnar arrangement. There was 
connective tissue and the serosa was intact. 

In 1930 she was re-admitted for left iliac pain. n irregul 
mass was felt. Coeliotomy revealed many intestino-parietal 
enlargement of the retro-peritoneal lumbar glands and a nm Lé 
partially surrounding the sigmoid colon. The sections were identical in 
appearance with those cut from the Fallopian tube five vears previously 

Cominenting on these cases the author states that the growth arising in 
the Fallopian tube metastasized via the lymphatics of the mesosalpinx 
to the lumbar glands. Other case reports are cited, together with a fairly 
full list of references to the literature on this subject. 


The blood-calcium during pregnancy. 
Investigations relating to the blood-caicium in pregnaney have led te 


L LC 
conflicting opinions and contradictions in data. It has been estimated 
that the foetal demand for calcium increases from o.coo grammes per day 
during the first four months of gestation, to o.co grammes per day at 
term. Some investigations have shown that at term and during the puer- 


perium the blocd-caleium is lower than in non-pregnant women, and that 


in normal cases a small but defimte drop in the blood-caletum ceecurs 


during the last month of pregnancy. ‘This drop was absent tn cases 


ai 

eclampsia and pre-eclampsia. In albuminuria the blood-caletum was 

low throughout pregnancy. Other investigators have found the reverse 
Tables are given reporting a series of normal pregnant women, cases 

ef albuminuria of pregnaney, a pre-eclamptic patient, and patients with 

histories of miscarriage. Summarizing, the author states 

ealeium does not remain constant during normal 

puecrperitm, Generally speaking there is a decrease 

of pregnaney, especially in voung primiparac. This) ts 

further decrease carly in the puerpertum. These changes do not frequen 


ah! 


’ 


occur im cases complicated by various abnormalities Curing pregnanes 


Rectal ether analgesia in childbirth. 
Primitive people treated childbirth with tnditferenes brutality 
Eevpt, Greeee, and Rome accorded consideration the child-bearing 


woman and the obstetric art developed to a coustderable stage. With the 
advent of Christianity the art of obstetrics was relaxed and the pain was 
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viewed as an expiation of carnal sin. Until recently indifference to the 
sulfering of women during parturition, and religious oppesition to the 
use of anaesthetics, constituted a peculiar factor in medical history. No 
one would now think of operating for appendicitis without complete relief 
of pain, even for 15 minutes, in contrast with which the unfortunate 
woman may have to undergo the torment of the damned, for hours or 
even days. Rectal ether anaesthesia was reported from Russia by Pirogoff 
in 1547. This was not revived until 1923, when Gwathmey combined it 
with hypodermic injections of various drugs. 

The patient’s co-operation in trying to retain the rectal instillation 
is to be obtained, and she should fall asleep, to awaken after the baby is 
born. The technique :—-The perineum is cleansed and an enema of soap 
and water is given early in labour. When the pains occur with an interval 
of five minutes and the os admits three fingers, in a primipara, a deep 
gluteal injection of a quarter of a grain of morphia is given. In a small 
patient a sixth of a grain of morphia is given, dissolved in two cubic 
centimetres of a 50 per cent solution of magnesium sulphate. The ears 
of the patient are plugged with cotton wool, tie eyes are bandaged and 
the lights are subdued, the window is closed and conversation is prohibited. 
The instillation is given at intervals of 20, or more, minutes. The apparatus 
required consists of an enamel funnel with a capacity of four ounces, and 
20 inches of rubber tubing connected by a glass tip to a stiff French 
catheter, number 22. The mixture consists of quinine hydrobromide gr. 20, 
dissolved in two drachims of alcohol, to which is added two and a half 
ounces of ether; the solution is made up to four ounces with liquid 
petrolatum or olive oil. 

The method of instillation :—The patient is placed in the left lateral 
position; the perineal skin is smeared with vaseline as a protection in 
case of expulsion of the ether. All movements are performed with the 
greatest ventleness. The gloved and vaselined right index finger is in- 
serted into the rectum to guide the lubricated French catheter for eight or 
more inches, so as to be above the presenting part. An ounce of liquid, 
warm petrolatum is poured into the apparatus to expel all air before it 
is inserted. Four ounces of the mixture, previously prepared and warmed, 
are now run in by gravity. This should be done between the pains, the tube 
being clamped if a pain occurs. Before the funnel is empty an ounce 
of warm, liquid petrolatuim is poured in, to ensure the patient’s getting 
all the solution The tube is clamped and gently withdrawn. For to 
minutes a tolded towel is) pressed on the perineum and the patient is 
encouraged to tighten up and make an cflort to retain the instillation. 
This is followed by a second intramuscular injection of two cubic centi- 
metres of 50 per cent solution of magnesium sulphate. In half an hour 
this injection is repeated. The instillation may be repeated, if necessary, 
at three hourly intervals, from three to five times with safety. The 
subsequent instillations contain only 10 grains of quinine each, and are 
accompanicd by an intramuscular injection of two cubic centimetres of 
the solution of magnesium sulphate. The morphia is not repeated : it 
causes foctal asphyxia. Ino uterine inertia the instillation is) obviously 
contra-indicated 

The author quotes 540 private cases in which this method was used, 
and vives a table of data, The results were excellent for reheving pain, 
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Gilycosuria in pregnancy. 

Glycosuria in pregnancy was observed more than a hundred years ago. 
Much has been written since, but the impression left is very indefinite. 
It is the purpose of this paper to show that the condition is common and 
normal. An outline of the history of the subject is given. The author 
has made personal investigations, and tables of findings are given. 
Glycosuria can probably be found in any pregnant patient if sought for 
long enough. In the urinary analysis of 100 pregnant patients sugar 
was found in 66. One patient who examined her own urine roo times 
found sugar on 47 occasions. The second month of pregnancy was the 
earliest date at which sugar was found. The sugar tolerance curves were 
similar to those of renal glycosurics. There is no predisposition to the 
development of diabetes. Pregnancy glycosuria is ditferentiated from 
diabetes by the small amount of sugar, the absence of thirst and normal 
blood-sugar curves. 


Pregnancy, glycosuria and pre-natal care. 

The subject has been widely investigated, and widely differing results 
have been reported. In all the textbooks the differentiation between 
glycosuria and lactosuria is stressed; both substances reduce the ordinary 
reagents. There is no sure method of differentiation between the two, 
and it is not necessary to do so. Glycosuria may occur in any pregnant 
patient. A table of investigations is given. True diabetes and pregnancy 
is a serious combination. The points of difference between glycosuria of 
pregnancy and diabetes are: An absence of thirst, polyuria, pruritus 
vulvae, sugar in the fasting urine and absence of ketonuria in glycosuria 
of pregnancy. 


J. Lyle Cameron. 


The Medical Journal of Australia. 
December 5, 1931. 
*“The treatment of myoma of the uterus. R. Worrall. 
January 9, 1932. 
Obstetrical observations in New Zealand. R. M. Allan. 
February 13, 1932. 
*Bibromyomata of the uterus causing  intra-peritoneal haemorrhage 
I. Hamilton. 
February 20, 1932. 
Ante-partum haemorrhage. EF. 1. Newman. 


February 27, 1932. 
*Torsion of the uterine adnexa. CGC. Coghlan. 


The treatment of myoma of the uterus. 


The author discusses myomectomy, radium, and hysterectomy for 
treatment of uterine myomata., Small tumours, not palpable externally, 
and not causing symptoms, may be left alone, but the patients should be 
watched. He quotes Fletcher Shaw, who says that malignant change occurs 


In g.§ per cent of mvomata, The author states that removal of a tumour 


by myomectomy will not stop hacmorrhage and in these cases curettage 
should also be carried out. 


Radium has a very limited sphere of useful 


Ness in this condition. The opinion is expressed that total hysterectomy 
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is preferable to subtotal hysterectomy. The cervix, often unhealthy, is 
removed ; he recommends the operation of enucleation of the cervical canal 
whereby the keystone of the vaginal arch is not weakened. 


Fibromyomata of the uterus causing intra-peritoneal haemorrhage. 

The author describes a case of intra-peritoneal haemorrhage caused 
by the laceration of veins on the surface of a pedunculated subserous 
fibroid. The fibroid was adherent to the bladder and to the omentum; 
it was removed. Bland-Sutton states that the rupture of veins on the 
surface of a fibroid is extremely rare and during the last four years only 
two cases have been recorded. 


Torsion of the uterine adnexa. 

The author describes two cases of torsion of the uterine adnexa, The 
first patient was aged 29. Bilateral ovarian cystadenomata were present, 
the pedicle of the right Fallopian tube and ovary was twisted two and a 
half times in a clockwise direction. ‘The second patient was a girl aged 19. 
The pedicle of the left Fallopian tube and ovary was twisted in an anti- 
clockwise direction. There was no evidence of any pre-existing patho- 
logical change. 

Torsion of the norinal Fallopian tube in virgins is very rare. It is 
interesting to note that the twist is almost invariably clockwise on the 
right side and anti-clockwise on the left. 

C. D. Read. 


American Journal of Surgery. 


June, 1931. 
*Roentgcnography as an aid in obstetrical diagnosis. J. Jarcho. 
November, 1931. 
*Roentgenographic measurement of the pelvic and cephalic diameters. 
J. Jarcho. 
Vol. xvi, No. 1, January, 1932. 
#Qvarian neoplasms : some points in their pathology, clinical features and 
treatment. W. Blair Bell and M. M. Datnow. 
Vol. xvi, No. 2, March, 1932. 
*A papillary mixed tumour of the body of the uterus. G, H. Kistler. 


Roentgenography as an aid in obstetrical diagnosis. 

The author stresses the value of X-rays in obstetrical diagnosis ; even 
obesity or the coexistence of a tumour should not prevent the correct 
diagnosis of pregnancy after the fourteenth week. 

Numerous plates are published showing the value of X-rays in diag- 
nosing twin pregnancy in obese patients, monsters in cases of hydramnios, 
and other conditions which cannot be diagnosed clinically. 

He stresses the value of X-rays before and during labour, whereby the 
presentation and position of the foetus, as shown in the author’s films, 
can be demonstrated with greater accuracy than by physical examination 
alone. This also obviates the need of a pelvic examination, 
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Roentgenographic measurement of the pelvic and cephalic diameters. 

This paper is more technical. The author describes how distortion in 
the size and shape of the pelvic shadows owing to unsatisfactory technique 
can be eliminated. The author claims that X-rays “now offer a practical 
and exceedingly exact means of determining the pelvic diameters.’”’ He 
describes the value of foetal cephalometry in cases of relative disproportion, 
and also in determining foetal maturity; statistics from a large series of 
cases show that an occipito-frontal measurement of 10.5 centimetres indi- 
cates a total length of 45 centimetres and a body weight of over five and a 
half pounds. 


Ovarian neoplasms; some points in their pathology, clinical features and treatment. 

This paper and one to follow in a subsequent number of this journal 
contain the substance of Professor Blair Bell’s introduction to the discussion 
on ovarian neoplasms at the British Congress of Obstetrics and Gynae- 
cology at Glasgow in April, 1931. 

The importance and difficulties of an adequate classification of ovarian 
neoplasms is shown, and a new classification is set forth. In this new 
growths are primarily divided into those which are intrinsic in origin and 
those which are extrinsic. 

The relative frequency of the principal histological types of neoplasms 
is estimated from an examination of 2,603 cases, most of which have 
been collected from the literature. 

The histology of certain types of tumours is considered fully; more 
particularly the so-called granulosa cell carcinoma of the ovary. The authors 
consider that the ovule-like areas in neoplasms arising from granulosa cells 
are not real ova, but contain an exudation from the cells of liquor folliculi ; 
hence stimulation by oestrin produces the post-menopausal bleeding which 
cecurs in some of these cases. 

When these growths are malignant the virulence is not high, but two 
patients who died of peritoneal dissemination are mentioned, Reference 
is made to the fact that in the innocent type of folliculoma growth seems 
to commence in many follicles at the same time, and a suggestion is put 
forward that this, excessive stimulation of the follicular apparatus may be 
of pituitary (prolan A) origin. 

One case is mentioned in which the tumour may have arisen from 
active cells of the corpus luteum, but very little is known of these tumours. 
Other tumours, such as endothecliomata, peritheliomata, osteomata, and the 
various sarcomata, are illustrated and discussed. Among the tumours 
arising from developmental relics the papillary neoplasms are discussed 
fully. Several layers of mesothelium are not necessarily indicative of 
malignancy. In malignant tumours the core of stroma is thick, the 
columnar proliferation is irregular in degree and distribution, and the 
stroma is invaded. 

The author believes that the question of innocence or malignaney of 
the so-called border-line tumours can, in most cases, be determined 
histologically : ‘There can be no such thing as border-line except in 
relation to the pathological acumen of the observer.”’ 

This paper ends with an account of certain extrinsic neoplasms ; 
including Krukenberg’s tumours, and certain metastatic tumours which 
exactly reproduce the original primary growth, 


K 
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Mention is made of the rarity of carcinoma of the ovary secondary to 
carcinoma of the cervix. However, the author has, during the last three 
years, secn three cases in which secondary ovarian carcinoma developed 
alter radium treatment. ‘This observation should receive the serious 
consideration of 1adiologists. 

The article is illustrated with some excellent coloured plates, together 
with more than 50 microphotographs of such clarity as to leave no doubt 
of the points demonstrated. 


4 papillary mixed tumour of the body of the uterus. 

This is a rare case in that the tumour contained epithelial and meso- 
thelial derivatives; narrow branched papillae, with slender fibrous con- 
nective tissue stalks covered by columnar cells, comprised most of the 
tumour, while masses of cartilage were distributed throughout. 

In a review of the literature the author could find only four cases of 
mixed tumours of the uterus in which epithelial elements have been 
discovered, 


ALC; Rell 


Journal of the American Medical Association. 
Vol. 98, No. 3, January 16, 1932. 

A stcethescope for obstetricians. B. B. Wechsler. 

*Fusospirochaetal (Vincent’s) infection of the pleura and vagina. H. D. 
Jump and S. J. Sperling. 

Vol. 98, No. 4, January 23, 1932. 

*Pscudo-pregnancy. 1). Macomber. 

Carcinoma of the ovaries, with recurrence and inctastases, treated 
by surgery and radiation. A, W. Jacobs. 

Vol. gS, No. 6, February 6, 1932. 

*Ulous vulvae acutum associated with lesions of the mouth. W. S. Wein, 
and M. ©. Perlstein. 

Vol. gS, No. 7, February 13th, 1932. 

Intradermal immunization in gonorrhoea. B, C, Corbus. 

Jodobisinitol : a soluble bismuth product for use in the treatment. of 
syphilis. P. J. Wanzlik, H. G. Mehrtens, C. Gurehot, C. C. Johnson 
and J. Spaulding. 

Vol. 98, No. 8, February 20, 1932. 

*Delayed labour caused by a shortened or short umbilical cord, J. P. 
Gardiner. 

*Infertility and sterility. An analytical study of 300 couples. 1. F. Stein 
M. I,. Leventhal. 

Vol. g8, No. 11, March 12, 1932. 

*Stricture of the uterine cervix. A. Hl. Curtis. 

“Saver of Mothers.’ (iditorial.) 

Vol, gs 

Loss of weight in the newborn. (Current Comment). 

Vol. 98, No. 13, March 26, 1932. 

Nutrition and pregnancy.  (Hditorial). 

Vol. gs, No, LA, \pril yy 835. 

*Chorion-cpithelioma of the uterus. J. Eo Lackner and M. 1. Leventhal. 

Anterior colpococle duc to a fibromyvama, We Downing, 


, No. 12, March: 1H, 1932. 
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Vol. 98, No. 15, April 9, 1932. 
*Thymophysin and weak pituitary extract. A comparison in 4o cases. 
J. P. Greenhill. 
The hospitalization of babies with ophthalmia neonatorum. (Editorial). 


Fusospirochaetal (Vincent's) infection of the pleura and vagina. 

The authors report the case of a negress, aged 35 vears, who was under 
their care suffering from empyema. The empyema was treated by prelimin- 
ary tapping followed by resection of a rib and drainage. From the 
greenish purulent material obtained both fusiform bacilli and spirochaets 
were isolated. Soon after the onset of the empyema the patient developed 
a profuse vaginal discharge from which Vincent’s spirella and fusiform 
hacilli were also isolated. In addition the infection was present in the 
mouth of the patient. After a rather stormy convalescence the patient 
made a complete recovery. 

Pseudo-pregnancy. 

The conditions of pseudo-cyesis as they apply to rabbits, ferrets, and 
bitches are outlined, and the formation of the decidual tissue which 
accompanies this is stressed. The author quotes two cases of apparent 
pseudo-cyesis in married women. In one case the husband was definitely 
stertle and in the other the husband was doubtfully so. In both cases 
there was a history of the patients having passed, per vaginam, a small 
amount of tissue after the periods had been two weeks overdue. ‘the 
tissue, which was examined microscopically, contained many decidual 
cells but no chorionic villi; it is suggested that this deciduoma forma- 
tion is similar to that found in such an animal as the rabbit, following 
sterile coitus, i.e. coitus by a buck in which both vasa deferentia have 
heen ligated, 


Ulcus vulvae acutum associated with lesions of the mouth. 

A case is reported of the association of oral ulcers with vulval ulcers 
in a girl aged 17 vears. The lesions ceeurred in’ definite eveles and 
sequence, the oral lesions eccurring first in each attack. ‘The oral lestons 
were those of periadenitis mucosa neurotica recurrens and the vulval 
lesions belonged to the group of ulcus vulvae acutum. The combined 
lesions occurred during the period of convalescence following any acute 
infection and were always associated with amenorrhoea. The authors 
believe that the two conditions are clintcally identical and depend upon 
the same factors for their genesis, a poor physical condition of the patien 
With nervous instability associated with a lack of endocrine synergism 


Delayed labour caused by a shortened or short umbilical cord, 

The authors stress the importance of a short umbilical cord as a cause 
of delay in dabour. ‘They also Ciscuss apparent shortening of the cord 
due to coiling of a normal cord in various positions around the foetus 
Apart from the lenethened labour which results, there is a grave risk 
of death of the foetus from asphyxia due to pressure on the cord. Phe 
most important sign in the carly stages of the latter process is) slowing 
of the rate of the foetal heart. Tf the foetal heart shows stgns of failure 
prompt delivery by Caesarean section or by the appleation of the forceps 
is indicated. The progress of the labour determines which of these thre. 
methods is imdieated, 
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Infertility and sterility. An analytical study of 300 couples. 

In an excellent paper these authors stress the importance of making 
an orderly and complete investigation of the couple rather than of the 
individual. ‘They detail their plan of investigation which, apart from the 
ordinary clinical investigation of both husband and wife, includes the 
Huhner test, insufflation of the Fallopian tubes, lipiodol injection with 
radiography, estimation of the basal metabolic rate, and estimation of the 
female sex hormone in the blood. 

They exclude from the diagnosis of sterility all couples who mect with 
the fundamental requisites of fertility and group these under the heading 
of infertility. 

Female causes were found in $9.4 per cent, male causes in 28.0 per cent, 
and male and female causes in 18.1 per cent of the sterile matings. The 
commonest female causes were occlusion of the Fallopian tubes, chronic 
endocervicitis, and uterine hypoplasia. Pathological conditions leading 
to aspermia and necrospermia were the chief male faults. Tubal patency 
tests were carried out in 206 women out of the series of 300. In the 
infertility group they were done in 100 per cent of the cases, and in the 
sterility group in 61.3 per cent. 

In the medical treatment of sterility they find a place for the adminis- 
tration of a preparation of the female sex hormone. They advise 
linear cauterization of the cervix for chronic endocervicitis. ‘They per- 
formed salpingostomy in five cases, and pregnancy subsequently resulted 
in two of these. Pregnancy occurred in 58 women (19.3 per cent) after 
their investigation and treatment. Analysing these, it was found that 
pregnancy resulted in 26.3 per cent of the infertile matings and in 17.3 
per cent of the sterile unions. 


Stricture of the uterine cervix. 

Curtis has investigated many cases of stricture of the uterine cervix 
and finds that the chief causes are gonorrhoea, previous applications of 
radium, previous instrumental interference such as cauterization, curettage 
and instrumental abortion, and fibromyomata, The important symptoms 
are leucorrhoea, dysmenorrhoea, the passage of tarry menstrual blood and 
pelvic discomfort of varied intensity. Serious lesions of the upper part of the 
genital tract result from neglect of the stricture. The strictures are usually 
diagnosed by exploration of the cervix with a fine dilator, and in some 
patients this can be done only under anaesthesia. The treatment of the 
condition depends on the nature of the lesion. Dilatation of the cervix 
suffices in some cases. Amputation of the cervix is often necessary, and 
in severe cases vaginal hysterectomy may be the operation of choice. 


Chorion-epithelioma of the uterus. 

The case of a young woman, aged 19 years, who had been delivered 
of a child one year previously, is reported. She complained of irregular 
bleeding, per vaginam, over a period of two months and, the week before 
admission to hospital, the bleeding became profuse. A diagnosis of 
incomplete abortion was made because the uterus was the size of an eight 
weeks’ gestation. The uterus was explored and a friable mass was found. 
Abdominal section was performed. The tumour was excised locally 
because the patient would not consent to hysterectomy. She began to 
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bleed severely some days later and pan-hysterectomy was eventually 
performed. Secondary deposits developed in the lungs and vagina. These 
disappeared alter treatment with the X-rays and the patient made a com- 
plete recovery; she has remained well for a period of five years. 


Thymophysin and weak pituitary extract. A comparison in 40 cases. 

After a careful investigation of 4o cases the author concludes that 
preparations containing pituitary substance should never be given as a 
routine, or indiscriminately, to shorten labour. A pituitary preparation 
should not be administered in the second stage of labour except on rare 
occasions. Weak pituitary solution and thymophysin are seldom effective 
for the induction of labour. Both 25 per cent pituitary extract (United 
States Pharmacopceia) and thymophysin shorten labour in some cases when 
administered during the first stage of labour. If these substances are 
used during the first stage of labour they should be given only for a 
definite indication, such as uterine atony or some. urgent reason for 
shortening labour, and then only small doses should be given, namely, 
three minims or less. 

The 25 per cent pituitary extract (United States Pharmacopveia) and 
thymophysin seem to give alinost the same clinical results. ‘The claims 
of Temesvary for the clinical value of thymus extract in combination 
with pituitary have not been borne out. The addition of thymus extract 
to pituitrin does not make the administration of pituitrin more safe. ‘The 
clinical use of pituitrin depends, not on the preparation used, but on sound 
clinical judgment, the time of administration, the dosage and close 
observance of the behaviour of the patient. 

Occasionally, weak pituitary extract and thymophysin even in simall 
doses may do harm. Both have a tendency to increase the blood-pressure ; 
both may result in incomplete relaxation of the uterus between the con- 
tractions, and both may produce irregularities in the rate of the foetal 
heart which, even if temporary, may nevertheless result in injury to 
a baby. 

C.D. Read. 


American Journal of Diseases of Children. 


Vol. 43, No. 1, January, 1932. 
Guanidin as a factor in alimentary intoxication in infants. Katharine 
Dodd, A. S. Minot, and H. Casparis. 
*Avitaminosis and blood clotting function. I, N. Kugelmass and Eimina 
Louise Samuel. 
*“The substances involved in the coagulation of the blood of the newborn. 
H. N. Sanford, T. H. Gasteyer, and Lois Wyat. 
Vol. 43, No. 2, February, 1932. 
*The diagnosis of congenital syphilis in the newborn. Ethel C. Dunham. 
*Anaemia of the newborn. A. F. Abt. 
*A simple, rational and effective treatment of stubborn vaginal infections 
in infants and in little girls. G. C. Schauffler. 
The relation of birth trauma to neonatal mortality and infant morbidity. 
H. Ehrenfest. 
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Vol. 43, No. 3, March; 1932. 

Roentgenographic changes in the thorax of normal premature babies : a 
daily Roentgenographic study of 15 normal premature babies during 
the first 14 days of lite. C. A. Weymiuller, A. I. 1. Bell, and A, A. 
Trivilino. 

*Atelectasis in the newborn. Ethel C. Dunham. 

Suprarenal haemorrhage in the newborn infant. J. Rosenblum. 


Avitaminosis and blood clotting function. 

The role of vitamines in the synthesis and maintenance of the clotting 
components in the blood, as determined by a study of the effect of specific 
Vitamine deficiency in rats, forms the subject matter of this paper. 
Deficiency in vitamines in the dietary produces a tendency towards 
potential bleeding, this alteration being the result of nutritional dystrophy 
rather than of a specific vitamine deficiency. Deprivation of vitamine .\ 
produces a gradual diminution in the fibrinogen in the blood, and depriva- 
tion of vitamine B also produces a slight reduction in the fibrinogen. 
Deprivation of vitamine C does not produce a change in the clotting com- 
ponents of the blood, but vitamine D causes a diminution in both the 
prothrombin and fibrinogen, 


The substances involved in the coagulation of the blood of the newborn. 

The results of an investigation into the factors for clotting of the blood 
in 35 newborn infants are deseribed in this paper. In general the sub- 
stances involved in blood coagulation are present in large quantities in 
newborn infants for the first few days, and then fall to normal values. 


The diagnosis of congenital syphilis in the newborn. 

This is a short paper describing an investigation into the value of the 
Wassermann reaction in the newborn. It is pointed out that an infant 
born of a mother with a positive Wassermann reaction is not necessarily 
infected with syphillis even if the Wassermann reaction of the infant’s blood 
is positive. The reason for this is presumed to be the passage of anti- 
hodies from the mother to the infant. A> positive Wasserman reaction 
may in these circumstances lead to unnecessary treatment, and a repetition 
of the Wassermann reaction at frequent intervals is) recommended to 
prevent such errors. 


Anaemia of the newborn, 

During the last dozen years case reports of a rare clinical entity, 
usually called anaemia of the newborn, have been appearing. A) full 
description of one such case is given in the present paper. Pallor was 
observed on the cighth dav and the anacmia was rapidly progressive [or 
a short time (erythrocytes, 1,270,000 per cubic centimetre; haemoglobin, 
24 per cent). Recovery was spontancous; neither medication nor blood 
transfusion was attempted. Cases previously reported in’ the literature 
are analysed in detail and the actiology is discussed. 


\ simple, rational and efiective treatment of stubborn vaginal infections in infants 
and in little girls. 
This paper contains a description of the treatment of vaginal infections 
in the wamature, which ts discussed from a practical point of view and 
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is fully illustrated with diagrams showing the points ol gross anatomy 
and histology of particular importance in the case of the infant’s female 
genitalia. The author is in the habit of using injections of plain anhydrous 
wool fat with one per cent of silver nitrate incorporated. This ointment 
is antiseptic, non-irritating and effective. The method of introduction is 
described diagramiatically. 


Atelectasis in the newborn. 

This article is based on a clinical study of six cases of atelectasis, in all 
of which the diagnosis was confirmed by Roentgenograims. The paper is 
prefaced by a brief and lucid consideration of the physiology, pathology, 
symptomatology and diagnosis of the condition. Cyanosis is the outstand- 
ing symptom, and in the author’s opinion the cyanosis due to atelectasis 
can be differentiated from cyanosis caused by other conditions by means 
of radiograms. The radiographic picture of atelectasis in the newborn 
is characterized by haziness of the lung fields, which is evidence of lack 
of complete aeration, and by the abnormal shape of the thorax and the 
abnormal position of the ribs, which are evidence of incomplete expansion 
of the lungs. 


Re @: Lightwi od. 


Gynécologie et Obstétrique. 


Vol. xxiv, No. 6, December, 1931. 
The biological diagnosis of pregnaney. Its practical use in surgery. 
R. Proust and Lejeune. 
*The relations between blood guanidin and the pregnant state. R. Malmejac. 
Saccular dilatation of the lower uterine segment of a pregnant fibroid 
uterus. G. Muller. 
Vol. xxv, No. x, January, 1932. 
The uterine tone and its variations. R. Mahon. 
Caesarean section with temporary exteriorization of the uterus. 
Devraigne and Maurice Maver. 
*Some considerations on huge uterine fibroids. N. Bardesco. 
*A study of the diagnosis, operative technique and evolution of vestco- 
adnexal fistulae. K.P. Levitsky. 
“Leukaemia as an indication for the interruption of pregnancy. J. Hoftstein. 


The relation between blood guanidin and the pregnant state. 
The author has investigated the blood guinidin ino normal preguaney, 
in pre-eclamptic and eclamptic patients. His conclustons are 


1. There appears to exist, in the course of normal preguaney, an hepato 


parathyroid dyssynergy which is related to the number and age of the 


pregnancies and to the previous diseases ; it does not show itself clinically, 


for the organism is constantly readjusting itself to the threatened glandu 
lar equilibrium. 

2. There is, certainly in) pathological pregnaney, and, in particular, 
in’ pre-celampsia and celampsia, a marked glandular dyssvnerey which 
shows itself by detinite pathological phenomena; accumulation in the 
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blood of toxic bodies such as guinidin, hypocaleaemia with a correlated 
hy perguanidinaemia. 

A conception of therapy based on the aetiology arises from this 
knowledge, viz. the neutralization of the toxic action of the guanidin and 
the re-establishment of the calcium level. 

}. The glandular insufficiency may be checked by the use of opothera- 
peutic products with the addition of intensive calcium therapy. Irradiation 
scems to reinforce the curative effect. 


Some considerations on huge uterine fibroids. 

The author has analysed lis own six cases of fibroids, weighing cight 
and a quarter kilogramimes or more. He is of the opinion that all huge 
fibroids are pedunculated with the great omentum adherent to their 
anterior surface and that their increase in size is due to the additional 
blood supply they receive through the great omentum. He recommends 
that at operation the hysterectomy should be commenced from below and 
the omentum divided last, close to its attachment. He stresses the 
necessity for complete haemostasis and advises the application of a thick 
pad under the dressing after operation and an abdominal support later. 


A study of the diagnosis, operative technique and evolution of vesico-adnexal 
fistulae. 

The author concludes that this condition is more frequent than appears. 
When there is prolonged suppuration of the pelvic organs, a complete 
urological examination should be carried out. Vesico-parametrial fistulae 
have a marked tendency to spontaneous cicatrization and, in a number of 
cases, surgical treatment is not necessary. When a vesico-adnexal fistula 
is present operative treatment is necessary. A self retaining catheter is 
Necessary in post operative treatinent. 


Leukaemia as an indication for the interruption of pregnancy. 

The author has studied 28 cases from the literature and one case of 
his own, He concludes that pregnancy occurring in an advanced stage of 
chronic myeloid leukaemia greatly aggravates this disease and is there- 
fore an indication for the interruption of pregnancy. The interruption 
should be early ; it should be followed as scon as possible by sterilization 
by X-rays. 


. 


A. A. Gemmell. 


La Gynécologie. 


January, 1932. 
“The principles of accouchement. J. Kries. 
February, 1932. 
*The cause, progress, and treatment of primary cpithchoma of the vulva. 
P. Petit-Dutaillis. 


The principles of accouchement. 

The writer reviews the present teaching regarding the conduction of a 
normal confinement and comments on the attitude of self-satisfaction 
adopted by the majority of obstetric authorities. He deprecates the 
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instructions given to students that failure of uterine pains at the 
beginning of labour indicates the exhibition of extract of the pituitary 
gland, and at the end of labour necessitates delivery with the forceps, 
and that slow dilatation of the lower segment be treated by manual 
dilatation of the cervix. 

A comprehensive review of the physiology of uterine contraction and 
cervical dilatation foHows. Under the impression that the latter occurs 
more easily and that the former works under a greater mechanical 
advantage, artificial rupture of the membranes has been performed in a 
large number of cases at the Strasbourg Clinic since 1928. The author 
says he realizes that this treatment will be condemned as criminal by 
the older teachers of obstetrics. It is claimed that this procedure is 
followed by stronger contractions and more rapid dilatation, and thy 
author states that this phenomenon has long been recognized.  Further- 
more, the risk of spasm of the cervix and lower uterine segment is greatly 
lessened after rupture of the membranes. Should cervicai spasm recut 
an intramuscular injection of spasmalgine roche is advised. In obstinate 
cases three ampoules are given at intervals of 20 minutes, and these three 
doses are repeated at the end of an hour, if necessary. The results claimed 
are striking, and are reproduced :— 


PRIMIPARAE, DURATION OF LABOUR. 


1923. 540 cases. 1y30. 


to © hours 
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to $ 50 
> to 10 
12 
14 
160 
1S 


20 
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The results obtained in the cases of ooo multiparae are even more 
convineing. It is seen that a claim is made to reduce the average length 
of labour in primiparae from 20 hours to six hours and in multiparac 
from eight hours to four hours. 

Reference is made to the enhanced value of trial labour when this 
method is used; true dystocia can be recognized at a very much earlier 
stage. 


The cause, progress, and treatment of primary epithelioma of the vulva. 

The observations are made upon 17 patients observed and treated 
the hospital of Saint-Michel, ‘The condition is) regarded as extremely 
serious. It has been estimated that a cure is obtained ouly in to pet 
cent of cases seen, The growth has been seen to start in Bartholin’s gland, 
at the urethral orifice, the clitoris, and at the vaginal outlet. \n 
epithelioma in the last situation appears to grow with great rapidity and 
the outlook is correspondingly unfavourable, ‘The growth starts in healthy 
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tissue about as [frequently as it supervenes in such conditions as letco- 
plakia, papillomata, and kraurosis. The writer has little faith in the 
use of radium for this type of growth, and has occasionally observed more 
rapid spread after exposure. Total excision of the vulva was practised 
in every operable case, together with the routine removal of the ilio- 
inguinal lymphatic glands. 

A. J. Wrigley. 


Bulletin de la Société d’Obstétrique et de Gynécologie. 


BULLETIN DE LA SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE 
DE FARIS. 
No. 10, December, 1931. 

Radiation for fibroid, intestinal obstruction by a calcified ovarian tumourt ; 
hysterectomy; cure. J. Ch. Bloch et G. Berthier 

The treatment of perforation of the uterus during curettage. A. Basset. 

Considerations of the commencement, evolution and treatment of epi- 
thelioma of the vulva, from 16 cases observed and treated. VP. Petit- 
Dutaillis. 

Subcutaneous exteriorization of the uterine scar after low segment 
classical Caesarean section; freeing and replacement of the uterus four 
years later; full-time pregnancy the following year; repeated Caesarean 
section with renewed exteriorization of the uterine scar. Oulié and 
Bressot. 

Dystocia duc to a double monster. A. Levant and M, Sureau. 

*Spontancous rupture of the fundus of the uterus during a normal con- 
finement. Sureau. 

Stercomeasurement by Beyerlen’s orthodiagraphic method. Ch, Guilbert. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE PARIS. 
No. 1, January, 1932. 

\ uterine fibroid which increased greatly in size during X-ray treatment. 
P. Guéniot. 

Scapular pain during peritoneal flooding of uterine or extra-uterine origin. 
Sureau. 

Multiple fractures of the newborn, Jeannin, Sureau, and Weill-Spire. 

Oxytocic injections at the commencement of anaesthesia in Caesarean 
operations. Te Lorier and M. Mayer. 

Two cases of pregnancy after Caesarean section with exteriorization. 1. 
Devraigne and M, Mayer. 

Two cases of pregnancy in women who had previously had Caesarean 
section followed by temporary exteriorization of the uterus. Portes, 
Lacomime and Digonnet. 

The Zondek-Aschheim reaction in the case of the dead ovum, HH. Bulliard. 

On the treatment of abortion. M. Metzger. 

Dr. Théorides’ scoop for the removal of an ovum, 


REUNION OBSTETRICALE DE LILLE. 
Intractable vomiting of pregnancy following an old) gastro-enterostomy ; 


induced Jabour; immediate cure. J. Vanverts and R. Palliez. 
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Severe vomiting of pregnancy. H. Paucot and P. Gelleé. 

Low segment Caesarean section alter attempted delivery with the loreeps 
and in spite of a dead child. Favreau, Klein and Ledieu. 

Twin pregnancy, eclampsia, low segment Caesarean section, DP, Gelleé. 

*Uterine rupture during pregnancy after classical Caesarean section, 
hysterectomy ; living child. H. Paucot and P. Gelle. 

*A case of acute axial torsion of a fibromatous uterus. 1. Courty. 

Congenital umbilical hernia containing almost the whole of the simall 
intestine, J. Vanverts and R. Palliez. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE 
STRASBOURG. 
*Clinical experience with obstetrical anaesthesia by pernocton, 1. Boller. 
Interruption of pregnancy in Lott’s disease. S. Tassovatz. 
Partial hydatidiform mole. Reeb. 
The diagnosis of carcinoma of the cervix during pregnancy. R. Keller. 
Some cases of retrograde metastases, especially at the level of the urethral 
meatus in cancer of the uterus. Gunsett and Girardin, 
Staphylococcal bacteriaemia with special genital localization, P. Burger. 
Retrograde metastases in cervical cancer. S. Meyer. 


Spontaneous rupture of the fundus of the uterus during a normal confinement. 

The patient, who was in her sixth pregnaney, had had two miscarriages 
and had been curetted alter her third pregnancy, which had terminated 
in abortion, The pregnancy and the first two stages of labour were normal. 
Delivery of the placenta did not follow and, three hours later, the midwite, 
in attempting manual delivery, found a tear in the fundus uteri. When 
seen at this period her pulse-rate was 72, there was uniform abdominal 
distension and abdominal pain radiating to the right shoulder. 

Pelvic examination revealed the tear in the uterus. Subtotal hyster- 
ectomy was carried out iminediately, and the patient left hospital on the 
twenty-first day. 


The Zondek-Aschheim reaction in the case of the dead ovum. 

The author notes that Zondek finds the reaction positive up to thre 
ninth day after abortion, with individual ditferences of several days. He 
records a case in which it was positive three months after abortion and 
in which he was able microscopically to demonstrate living chorionic vill. 


Uterine rupture during pregnancy after classical Caesarean section; hysterectomy ; 
living child. 

The patient was admitted, in labour, for a second Caesarean section 
for contracted pelvis. The rupture was only discovered at the operation 
The placenta presented in the rupture. Pt was considered necessary t 
perform hysterectomy because of bilateral ovarian lesions. 


\ case of acute axial torsion of a fibromatous uterus. 

The case is of special interest because the symptoms were so mild. 
When the patient was seen about 16 hours after the onset of the acute 
pain it had almost disappeared, there was no vomiting, the pulse-rat 


ae Ate 
‘ 


Was go and the temperature 37.5°C. 
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Clinical experience with obstetrical anaesthesia by pernocton. 

Pernocton was used in 192 cases. In all except three cases delivery 
was completed before the end of the sleep. The drug did not alter the 
quality of the contractions and the second stage did not last longer than 
in a normal confinement. ‘There were not any maternal accidents. The 
infants, except three, were not influenced by the drug. The drawbacks to 
the method are: increased work for the personnel, the frequent lack of 
the anaesthetic, the numerous stages of excitation as well as the short 
duration of the anaesthesia, which only covers part of the labour. 

A. A. Gemmell. 


Revue Francaise de Gynécologie et d Obstétrique. 


October, 1931. 


*\n investigation into the causes of the onset of labour. R. I. Rochat. 
A case of ectopic pregnancy beyond the filth month, with prolonged 
retention of the dead foetus and infection of the foetal sac. E. de Meuron, 
*\ new case of bilateral tubal pregnancy. LV. Bloch. 
*A case of acute myeloid leukaemia during pregnancy. Tf. Held, 
The treatment of acute mastitis during lactation, M. Hébert et T. Nigoglon. 
November, 1931. 
*Delayed bleeding in the puerperium. A. Grosse. 
The ambulatory treatment of chronic cervicitis by Filho’s cauterization. 
A. Chalier, 
*A case of tubercular meningitis during pregnancy. E. Gaujoux et 
Boissier. 
The repair of a searified vagina by grafts of two prepuces. R. Petit. 
December, 1931. 
Some points of technique in low Caesarean section. J. 1, Audebert. 
Three cases of puerperal syphilitic hemiplegia. E. Gaujoux, Goudet ct 
Fabre. 
*Retrograde metastases in carcinoma of the cervix, S. Meyer. 


An investigation into the causes of the onset of labour, 

Ancient and modern views on this subject are recalled. Doubt is cast 
on the alleged role of folliculin as the sensitizing factor for the uterine 
muscle. 

The carbon dioxide theory of Brown-Scquard is revived to explain the 
increased sensitivity of the uterus. A method of induction of labour is 
proposed combining the use of carbon dioxide inhalations and injections 
of pituitrin. ‘Three successes, all in post-mature patients, and two [ailures 


are recorded. 


A new case of bilateral tubal pregnancy. 

The left Fallopian tube had ruptured about three weeks previously. The 
pregnancy was of indefinite age. The right Fallopian tube had ruptured 
just before operation. The pregnancy was of less than three months’ 
duration, References are given to 5g cases in the literature of various 
countries during the last qo vears. Apparently the condition has never 


been Ciagnosed clinically. 
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A case of acute myeloid leukaemia during pregnancy. 

Four cases of acute lymphoid, and five cases of acute myeloid leukaemia 
complicating pregnancy have been recorded. 

The present case concerns a patient at term. She had previously had 
three children and was aged 38. The onset of the disease was marked 
by severe epistaxis. Within two days of this the white-cell count had 
risen from 2,500 to 13,000, Some of the white cells were typical of those 
found in the blood in cases of myeloid leukaemia. On the third day a 
blood transfusion was given. ‘Transitory improvement followed; but 
dyspnoea and semi-coma occurred later. Manual dilatation of the cervix, 
internal podalic version, extraction of a macerated foetus, and manual 
removal of the placenta were followed by instant death. 

From the recorded cases the author concludes that the result is abi ys 
fatal, that intervention is contra-indicated, and that the foetal blood is 
not abnormal, 


Delayed bleeding in the puerperium. 

The records of 14 cases are given. Placental retention was the cause 
in 13, and in one secondary haemorrhage was of septic origin. 

The haemorrhage occurred between the eighth and seventeenth days in 
all the cases. In seven cases the temperature did not rise, and in seven 
other cases it did rise. In all the afebrile cases curettage was successfully 
performed. In two of the febrile cases hysterectomy was performed; one 
of the patients died of septicaemia. The secondary haemorrhage in this 
case was due only to infection. The uterus was curetted in the other five 
cases ; one patient died of pulmonary embolism, 

The author concludes that in haemorrhage without placental retention, 
whether fever is present or otherwise, medical treatinent is indicated, unless 
the condition of the patient becomes worse, when hysterectomy should not 
he delayed too long. In cases with placental retention and slight fever, 
digital exploration or curettage may be done. In bleeding combined with 
well-narked infection both the curette and digital exploration are 
dangerous, and conservative treatment and hysterectomy are the alter- 
natives. 


A case of tubercular meningitis during pregnancy. 

The author’s case and 25 other cases from French literature are 
reviewed. Errors of diagnosis are frequent; the cases being mistaken for 
influenza, typhoid fever, cerebral haemorrhage, and encephalitis. In the 
early months of pregnancy pernicious vomiting is often diagnosed; in 
cases with coma and convulsions in the later months of pregnancy, 
eclampsia may be diagnosed. Spinal puncture will avoid some mistakes, 
but not all. In two out of nine spinal punctures in the series the cerebro- 
spinal fluid was normal, and in one Ivmphocytosis was found only when 
a second puncture was made. 

Koch’s bacillus was found only twice. In two cases the albumin con- 
tent of the cerebro-spinal fluid was of diagnostic importance. The 
author considers that the occurrence of pregnancy is a factor in determin- 
ing the onset of meningitis, since in slightly less than three-quarters 
of the cases the patients were primiparous, and in slightly more than 
three-quarters the onset occurred during the last three months of 
pregnancy, 
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The disease does not produce premature labour, ‘The proportion of 
infants with tubercular lesions is higher than in cases of maternal pul- 
monary tuberculosis. 

When the child is viable Caesarean section is recommended, or in 
multiparae the induction of premature labour may be considered, 


Retrograde metastases in carcinoma of the cervix. 

A case of cervical carcinoma is recorded. The patient remained free 
from recurrence for two years, alter operation and deep X-rays. Vaginal 
and sub-pubic invasion then appeared and, in spite of treatment with 
radium, extended so as to involve the groins, the thighs and the abdominal 
wall. 

These recurrences, unaccompanied by recurrences in the pelvis, are 
regarded as being associated with the fact that, at the original operation, 
double pyosalpinx and parametritis were present. These conditions are 
thought to have obliterated the Ivmphatic field in the pelvis, leaving only 
the possibility of a retrograde lymphatic spread, 


: ih. Dodds: 


Bruxelles Medical. 


No, 14, January 31, 1932. 

*\ clinical and biological study of a case of hydatidiform mole of a toxic 

variety. R. Bourg, P. Cogniaux, and M, Roemans. 
No. 15, February 7, 1932. 

*Metrorrhagia and menorrhagia of puberty due to blood disease. The 
treatment of this condition by ligation of the splenic artery. René 
Crousse. 

No. 16, February 14, 1932. 
Maternal mortality in relation to the shape of the pelvis... De Marneftfe. 
No, 18, February 28, 1932. 

A case of obstetrical paralysis of the right leg in an infant delivered by 

Cacsarcan section, M. Lust and M. 1. Berrewaerts. 
No. 20, March 13, 1932. 

*Vhe use of local anaesthesia for curettage in the treatment of haemorrhage 
from the uterus in chronic metritis. P. Gwilhem. 
\ clamp for the umbilical cord. Fr. Mercken, 

No. 21, March 20, 1932. 

Should upper segment Caesarean section be regarded as obsolete and be 
replaced by the low segment operation? Professor V. Coeq. 

No. 22, March 27, 10972: 
Idem, 


A clinical and biological study of a case of hydatidiform mole of a toxic variety. 

The clinical history of a case of hydatidiform mole in a woman of 22 
is described. The first svmptoms occurred three months after the previous 
confinement, which was normal. The patient was anaemic and jaundiced ; 
the urine contained acetone but not albumin, The uterus was very bulky. 
\ strongly positive result was obtained by the Aschheim-Zondek reaction, 
Curetlage was performed and the diagnosis confirmed, 
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The authors express their opinion that the correct treatment for this 
condition is not hysterectomy. A thorough but gentle curettage should 
be performed and as much of the tumour removed as is possible. Curettage 
is performed again three weeks later. The Aschheim-Zondek reaction 
should be carried out at intervals of about one month for six months. If 
this remains positive or if the symptom of bleeding persists curettage 
should again be done. They point out that the Aschheim-Zondck reaction 
has been shown to remain positive for three to eight days after normal 
pregnancy, and for 10 days to six weeks after the complete evacuation ol 
hydatidiform moles. 


Metrorrhagia and menorrhagia of puberty due to blood disease. The treatment of 
this condition by ligation of the splenic artery. 

A case is described. The patient was a girl, aged 1S vears. She was 
profoundly anaemic, and had suffered for some months as a result of 
excessive uterine haemorrhage. The coagulation time of the blood was 
longer than normal. Rapid and complete cure resulted from ligation of 
the splenic artery, which is preferable to the dangerous operation of 
splenectomy. 


The use of local anaesthesia for curettage in the treatment of haemorrhage from 
the uterus in chronic metritis. 

Pointing out that in chronic metritis the cervix is frequently fibrous 
and scarred and that the muscular tissue has diminished in quantity, 
the author notes that dilatation is frequently accompanied by pain. 

In the performance of the operation of Cilatation and curettage it is 
only the dilatation of the cervix which causes severe pain. \ general or 
spinal anaesthetic is regarded as entirely unjustifiable for this operation. 

Perfect results are obtained by infiltration of the cervix uteri with about 
four cubic centimetres of a one per cent solution of butelline. A needle, 
five centimetres long, is used, and the solution is injected at a depth ot 
one or two centimetres from the external cervical orifice. More than five 
cubic centimetres should never be used. The operation may be begun 
three or four minutes after the injection. Occasionally it is advisable to 
give a subcutaneous injection of morphia and scopolamine. 


Should upper segment Caesarean section be regarded as obsolete and be replaced 
by the low segment operation? 

This most exhaustive survey of the relative merits of the two operations 
takes into account such factors as the simplicity of technique, the frequency 
of accidents, the mortality, the late complications, and the foetal mortality 
The writer believes the classical operation is the more simple. Peritoneal 
adhesions to an old sear are dealt with more readily, the delivery of the 
child is easy, and it is rare that liquor amnii or blood finds its way into 
the general peritoneal cavity. Any difficulty with haemostasis and failure 
of the uterus to contract is dealt with by means of aseptic ergot twice 
given intramuscularly as a routine, during the operation. Infection, 
it is thought, follows the lower segment operation more frequently, but 
it is admitted that it is usually less severe. The author’s mortality is 
considerably greater alter the lower segment operation, and this operation 
Was more frequently followed by rupture of the scar and adhesions to thy 
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scar. The foetal mortality with the classical operation was less than 1.5 
per cent compared with eight per cent with the lower segment operation. 

The author concludes that upper segment Caesarean section is, there- 
fore, safer both in the hands of the expert surgeon and for the general 
practitioner who is only occasionally called upon to perform the operation. 


A. J. Wrigley. 


La Clinica Ostetrica. 


October, 1931. 
The functional relations between hormones of the hypophyseal lobe 
pregnancy (to be continued). Revoldella. 
November, 1931. 
The legalization of abortion. Vestalozza. 
December, 1931. 
*“The relation between uterine cancer and pregnancy, De Candia. 
January, 1932. 
*The pathogenesis of imperfect osteogenesis. Faberi. 
February, 1932. 
“The refractive index of foetal venous and arterial blood (preliminary 
note). Sannicandro, 
March, 1932. 
*Broncho-pneumonia in newly born infants. Del Carpio and Consoli. 
The relation between uterine cancer and pregnancy. 

The co-existence of uterine cancer and pregnancy is a somewhat rare 
eecurrence. According to general statistics its frequency is about two 
per 1,000. 

De Candia thinks, from personal observation since 1925, that uterine 
cancer during pregnancy is much more frequent than this estimate and 
that many undetected cases of uterine cancer begin during pregnancy which 
is favourable to the implantation and development of neoplastic growths. 
The histological examination of the uterine mucosa shows the tendency 
to atypical proliferation, a veritable cellular anarchy.  Karyokinesis is 
evident although it lacks the invading tendency which it possesses in 
neoplasm. The cellular changes constitute a predisposition to cancer. 
The modifications which the endocrine glands undergo during pregnancy 
are favourable to new growth. 

De Candia arranges the cases he has seen in two groups. In 28 cases 
the symptoms of cancer were evident during pregnancy or immediately 
alter delivery. In nine cases the symptoms appeared within six months 
of parturition. 


The pathogenesis of imperfect osteogenesis. 

Faberi distinguishes between the spontaneous fracture of bones in 
intra-uterine life and Lobsteni’s disease occurring soon after birth, though 
both are usually classed as fragilitas ossium. 

He has had occasion to study the former in a child born asphyxiated 
at the cighth month of pregnancy. Immediately after birth fractures were 
noticed in the humeri, in the ulnae, in the radii, in the tibiae, femora, and 
in two ribs without signs of callus formation, 
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Besides the well-known changes in bone formation, such as the absence 
of osteoblasts and an apparently increased destructive power of the osteo- 
clasts with compression of the blood-vessels in some place and dilatation 
in others, the muscular system showed signs of fatty degeneration. 

Faberi extended his investigations to the glands of internal secretion 
and found that they were all in a stage of development corresponding 
to more advanced age. This precocious development was most marked 
in the hypophysis. Acidophil and basophil cells were present which, 
according to Biedl, appear only in the first year of life. The majority 
of the cells remain chromophobic during foetal life. 

The changes in the muscular fibres induced Faberi to conclude that 
the mesoblast of the embryo was deficient. The modifications in the 
glands of internal secretion are doubtless a leading factor in causing 
morbid conditions in bones. 


The refractive index of foetal venous and arterial blood (preliminary note). 

Sannicandro describes a series of observations carried out with Pulfrich’s 
refractometer on foetal blood. ‘he refractrometric index of an organic 
liquid is an exponent of its protein content, and his aim is to investigate 
foetal metabolism, and colloid imbibition in the plasma and tissues. 

It is known that pregnancy is characterized by hydraemia and he found 
that the refractive index of the blood of non-gravid women is higher 
than that of pregnant women. ‘The maternal index was always higher 
than the foetal. The index of the blood of the umbilical artery was always 
higher than the index of the umbilical vein. 


Broncho-pneumonia in newly born infants. 

The authors give statistics of acute non-specific catarrhal broncho- 
pneumonia causing death a few days after birth. The cause of death, 
especially in premature infants, is often a problem, both for the clinician 
and medical jurist, to be solved only by histological examination of the 
organs. 

Del Carpio and Consoli describe a case in illustration, and believe that 
in it, as in many others, the cause of broncho-pneumonia lay in premature 
rupture of the membranes with delay in delivery through a want of skilled 
assistance. In their case birth occurred four days after rupture of the 
membranes. The child died of premature inspiration. After the liquor 
amnii has drained away the retraction at the placental site interferes with 
the oxygenation of the foetal blood. Carbon dioxide, therefore, accumulates 
in the foetal blood and premature inspiration is induced. 

J. H. Filshill. 


Revista Italiana di Ginicologia. 


October, 1931. 

*The culture of the tissues of pregnancy, in glass, saturated with foetal 
hormones. Centanni. 

*(enito-abdominal fistulae. Tarini, 

*The uterine and ovarian cycles in guinea-pigs following the administration 
of apiolic drugs. Candela. 

The pharmacological action of the alkaloids of opium on uterine muscular 
fibres. Dellepiane, 
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November, 1931. 

*\ comparison of Brouha’s and Simonnet’s test for pregnancy with 
Aschheim’s and Zondek’s reaction. Candela. 

The modifications of the vaginal epithelium during the menstrual cycle. 
Davanzo. 

*The appearance of malignant tumours after treatment with radium and 
X-rays. Abruzzese. 

Late haemorrhage in the puerperium, D’Erchia, 

*The diagnosis of pregnancy by the pupillary reaction, Due. 


The culture of the tissues of pregnancy, in glass, saturated with foetal hormones. 

A fact well noted in laboratory investigation is that adeno-careinoma 
in mice (Ehrlich’s type) undergoes a profound change under the influence 
of pregnancy; the growth of the tumour may be arrested; or, if the grait 
is made during pregnancy, it may not develop. The reappearance of the 
tumour after the termination of the pregnancy shows that its disappearance 
is due to pregnancy. 

Centanni has undertaken three series of experiments under glass to 
determine: (1) If during pregnancy the tissues contain substances 
stimulating to the growth of tumours; (2) if repeated injections of 
embryonic tissue into non-pregnant mice produce similar stimulating 
substances in these animals. 

He found that, in culture under glass, extracts of the tissues during 
pregnancy stimulated development of the culture. Mice treated with 
emulsions of the tissue developed changes analogous to those in pregnancy, 
viven, (a) that the extract of their tissues favoured the development of the 
culture in glass, and (b) that a marked resistance to grafting of the 
tumour was present in the mice. 


Genito-abdominal fistulae. 

Larini discusses the causes of genito-abdominal fistulae, referring to 
cases described in literature, and reporting two cases on which he has 
recently operated. In both patients fistulae developed some months after 
Caesarean section, and in neither case had there been any local inflam- 
matory lesion. 

Larina holds that the genesis of such fistulae may be due to the capacity 
of the individual to absorb sutures, not only to sepsis and inflammation. 
\dhesions may form between the uterus and the abdominal wall without 
any regional inflammation, and lead to gaping of the abdominal wound. 

The treatinent must be radical, as it is only by complete excision of 
the fistula that the integrity of the uterine wall and its normal conceptional 
capacity will be restored. 


The uterine and ovarian cycles in guinea-pigs following the administration of apiolic 
drugs. 

Candela describes the cyclic changes in the guinea-pig following the 
adininistration of apiclic drugs. The experiments were conducted on 
both immature and mature guinea-pigs, and in both the same results were 
obtained. No truce oestrin was produced in immature animals, but in all 
his experiments he noted intense hyperacmia of the genital tract at and 
below the devel of the uterus and ovaries Glandular proliferation 
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occurred in the uterine mucosa. Degenerative changes were most marked 
in the ovaries. 

The extreme loss of weight which took place was sufficient indication 
of the drug’s toxicity. Other indications of toxicity were the degenerative 
changes in the liver, kidneys, and intestine. There was no stimulus to 
ovarian function and the mammary glands were not affected. 

Taken in conjunction with his previous investigation of the action 
of apiol these experiments prove conclusively that: (1) Apiol acts as an 
ecbolic only in proportion to its toxicity. Interruption of pregnancy is 
rarely obtained, since the fatal dose is not always taken. Such compli- 
cations as intestinal perforation, glomerular nephritis, and peritonitis, 
accompany or follow its use. Therefore, the indiscriminate public sale 
of apiolic preparations should be prohibited. (2) In the doses indicated 
to correct ovarian hypotunction apiol only produces a moderate congestion 
at the level of the uterus and ovaries without the least stimulus to 
follicular proliferation. The rhythmic and natural re-establishment of 
menstruation is therefore better and more safely attained by using a good 
ovarian preparation. Should pelvic congestion be required, diathermy or 
pelvic exercises will procure it without risk to the patient. 

Candela thus disagrees with Chevalier, Pevraure, Kakowski and others 
who claimed that apiol had many therapeutic indications. 


{4 comparison of Brouha’s and Simonnet's test for pregnancy with Aschheim’s and 
Zondek’s reaction. 


Candela has carried out a thorough investigation of the value ol 
Brouha’s and Simonnet’s test and compared it with Aschheim’s and 
Zondek’s reaction. His conclusions are that Brouha’s and Simonnet’s test 
has no advantage and cannot be substituted for Aschheim’s and Zondek’s 
test. He considers it inferior, (1) because of the inconstaney of the results 
and, therefore, its doubtful diagnostic value. Injections with the same 
urine gave positive results in all the immature female mice injected 
Aschheim’s and Zondek’s reaction). Brouha’s and Simonnet’s test was 
positive in some of the immature male mice, but under exactly the same 
conditions, it was negative in others. (2) Four or five days are sufficient 
to carry out Aschheim’s and Zondek’s reaction, but Brouha’s and 
Simonnet’s test requires at least six or seven days, sometimes eight days 
3) He found the dosage indicated by Brouha and Simonnet too small, but 
triplicating the quantity injected did not always give constant results. 
They were certainly superior to those when the injections were smaller. 
Although the Aschheim-Zondek reaction is) preferable as a diagnostte 
test of pregnancy, the other test may sometimes be of practical utility 
When it is either impossible to obtain female mice or when those employed 
cannot be differentiated from males previous to experiment. A) positive 
result is of value but a neewative result leaves the diagnosis in doubt 
Candela’s experiments with injections of non-gravid urine into imine 
ture male mice showed that the injections were toxic in effect, leading to 
cachexia and even to death under treatment. He attributes this result 
not to antagonism between the female gonads and the male genital glands 


but to the absence of hormones in eravidl urine, 
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The appearance of malignant tumours after treatment with radium and the X-rays. 

Abruzzese quotes the opinions of various authors on the effect of 
irradiation in gynaecology. Vogt, Faure and many others are convinced 
that Réntgen therapy stimulates the tissues to neoplastic formation, while 
others, like Werner, hold that irradiation of the uterus exerts a prophy- 
lactic action on genital malignant tumours. 

Abruzzese cites 65 cases, recorded in literature, in which malignant 
tumours developed after irradiation. To these he adds a description of 
four cases which have recently come under his own observation. In all 
these the existence of cancer before or during the treatment could 
be absolutely excluded. All were characterized by, (1) a greater prolifera- 
tive activity, (2) an early tendency to necrosis, and (3) a rapid extension 
and early metastases. 

He refers to the experiments of Ritter and Lewardowski in) which 
karyokinesis, in cutaneous metastases from ovarian hormones, became more 
marked after treatment with radium was applied, as compared with un- 
treated cutaneous metastases. 

He recommends careful supervision of tumours which derive little 
benefit from Roéntgen therapy, and the cessation of irradiation, if the 
growth appears to be accelerated. 

Histological examination of suspected tissue should be made and drastic 
surgical cure undertaken if malignant clements are discovered. This is 
more likely to prevent the spreading of the growth beyond the limits of 
operability than repeated irradiation. 


The diagnosis of pregnancy by the pupillary reaction. 

The authors review and compare the chief methods employed for the 
diagnosis of pregnaney and then describe a test proposed by Bercovitz which 
they have made the object of their investigation. Even the most accredited 
method (Aschheim’s and Zondek’s reaction) is difficult to carry out in 
general practice. The technique used by Berceovitz is simple, requiring 
only syringes for withdrawal and injection of scrum, agglutination tubes, 
a drop enumerator and a centrifuge. The test depends on the pupillary 
reaction of gravid women alter the injection of adrenalin, or of her own 
serum, into the conjunctival sac of the patient. The reaction (alternats 
contraction and dilatation for a variable period of time) is related to thy 
presence in the blood during pregnancy of hormone similar to adrenalin 


and to a pecultar susceptibility. to adrenalin conferred by pregnancy. 


Bercovitz never obtained such eve-changes in non-pregnant women or itl 
men after the injection of adrenalin or serum. He considered the reaction 
positive only when myosis and mydriasis were evident and could not 
possibly be attributed to spasin of accommedation, He claims that although 
the reaction may not be of absolute value it is of the greatest practical 
use in doubtful cases. 

Meneghine and Duc, give their results. (1) They tested s8 non-pregnant 
women and ro men; (2) pregnant women, either before the third month, 
alter the sixth month, or just before delivery. 

In the first series the results were all negative. The authors agree with 
Bercovitz that a negative result certainly excludes pregnancy. 

In the second series they obtained positive results in go per cent of 
the cases. There was no difference in the positive reaction whether the 
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pregnancy was early or advanced. The reactions with adrenalin and serum 
were almost identical; in practice, the adrenalin test should be tried first. 
As regards the biological mechanism of the test, the authors think with 
Bercovitz that it is allied to endocrine modifications brought about by 
pregnancy, and to the altered relations between the sympathetic and para- 
symphatetic nervous systems. 

J. H. Filshill. 


Revista de Ginecologia e d’ Obstetrica. 


October, 1931. 
*The action of the bag of membranes in parturition. Aguinaga. 
*Three cases of Larate’s symphysiotomy. Paranhos, 
*\ case of toxaemia of pregnancy. Serta. 
Forceps in immovable vertex presentation. Redacgav. 
A case of ovarian struma. Sampaio. 

December, 1931. 
*The treatment of chronic Bartholinitis. Werneck. 
Premature detachment of a normally inserted placenta. Furtado. 
Uterine curetting. Peres. 

January, 19 
Special number commeniorative of the magazine’s twenty-fifth anniversary. 


? 


e 

0 
o 
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The treatment of late metrorrhagia in the puerperium (a complimentary 
article by Professor Couvelaire). 

Natural delivery and intra-uterine examination. Weibel. 

Examination of the cervix. Brandao. 

The diagnosis and prognosis of puerperal peritonitis. Briquet. 

\ sero-sanguineous swelling. Magalhaes. 

The prophylaxis of uterine cancer. De Moraes Barros. 

Van-hysterectomy for cancer of the cervix. Wernick. 

Uterine endometrosis. Costa 

*\ curious case of congenital absence of the uterus and vagina in the 
presence of the ovaries. Menicuceci. 

The hand of the accoucheur as an instrument. Silvado. 

February, 1932. 

*Paralytic ileus in pregnancy; an indication of toxaemia of pregnancy. 
Ramos and Roth. 

*Rupture of a left ovarian cyst simulating appendicular crisis. Florence 
and Graeff. 

Do contraceptive measures injure foetal life? Goett, 


The action of the bag of membranes in parturition. 

Aguinaga refers to the views of the school of Strasburg, and particularly 
to those of Kreis, in 1925, on the part plaved by the bag of membranes in 
tterine contraction and dilatation of the cervix. Krets holds that the bag 
of membranes often constitutes an obstacle to the normal course of labour 

Aguinaga describes five cases of slow labour with the head high and 
immovable in the superior strait, followed by energetic contractions and 
speedy delivery after the membranes had been artificially ruptured 


Evidently the bag of membranes was an obstacle and not a dilating agent. 
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Three cases of Larate’s symphysiotomy. 

Paranhos describes three cases in which he performed  Larate’s 
svinplivsiotomy with gereat success. 

In each case there were symptoms which led him to conclude that any 
other obstetric treatment would have made the prognosis worse for the 
mother and for the child. All the patients suffered from dystocia with 
early rupture of the membranes, weak uterine contractions which 
did not respond to pituitrin, and foetal distress. One patient had under- 
vone Caesarean section some years previously. Another was under 
treatment for syphilis and had mental symptoms. 


A case of toxaemia of pregnancy. 

Serta has carried out Volhard’s hunger and thirst treatment for toxacimia 
of pregnancy in 11 cases with good results, and describes his first case 
in detail. 

Within 72 hours, headache, vertigo, and visual disturbance had dis- 
appeared. Although rebellious in the first 24 hours, his patients in hospital 
finally co-operated with him because they felt they were deriving benefit. 
Two or three days of absolute fast were followed, for some days, by a 
dry dict without salt: the diet consisted mainly of fruit. Two or three 
days’ vegetarian meals were then allowed before returning to an 
ordinary mixed diet. 

Serta’s efforts to treat out-patients in this way were unsuccessful. They 
ate and drank surreptitiously and then struck, declaring that his cure 
made them worse and would soon kill them! 

He recognizes that fasting is contra-indicated in many cases, but hopes 
he may be as successful as Volhard with suitable patients. 


the treatment of chronic Bartholinitis. 


Werneck describes a case of Bartholinitis which he treated by radio- 
therapy with a very successful result. 


Phe patient, who was a primigravida aged 20, had had gonorrhoea three 
years previously. Four months before he saw her she had had left Bar- 
tholinitis, which viclded to treatment with antiphlogistin. Ten days 
before consulting him the same treatment failed and a large abscess had 
formed. She refused imeision and the abscess burst spontaneously, but 
continued discharging. The gland remained hard and inflamed. Surgical 
interference was refused. The patient was then in the sixth month of 
preeMmaney Recognizing that so dangerous a source of infection should 


} } 


w% suppressed betore labour began, it occurred to the author to try radio- 
therapy. Sensibility of gland tissue to Rontgen rays is well known in 
the case of other glands such as the ovary and thyroid ; he hoped the glands 
of Bartholin would react in the same way. 

Three appheations of weak intensity were made and the result corres- 
ponded to his expectation. Phe gland: rapidly became reduced in 
Within a month tt was tapalpable 


Size. 
he pregnaney and the puerperium 
ran at Normal Course Phe author considers that im the nodular form of 
Bartholinitis radiotherapy might be tried before having recourse to surgical 


treatinent. Cystic forms seem to him unsuitable. Local vaccine treatment 
does not totally reduce the swelling oan chromic Bartholinitis. It 
wnehorates some of the acute syimptoms, such as pain, and may prevent 
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the disease becoming chronic. He treated two patients in this way, with 
improvement in one case but without improvement in the other. 


A curious case of congenital absence of the uterus and vagina in the presence oi 
the ovaries. 

Menicucci describes a case of congenital absence of the and 
vagina in an apparently healthy woman aged 20 years; she had married 
recently. 

He considers the case interesting because of its rarity, and because ot 
the success of the surgical operation performed. He refers to similar cases 
in which Baldwin and Mori have performed an auto-plastic operation, 
forming a vagina from a portion of the small intestine shut off from the 
peritoneum and opening on to the perineum. 

Menicucci opened the peritoneum by an infra-umbilical medium. He 
verified that both ovaries and both Fallopian tubes were normal, but 
neither the uterus nor the vagina was present. In his other cases a rudi 
mentary imperforate uterus and vagina were found. His operation ditfere 
somewhat from those of Baldwin and Mori. He employed a section of tl 
ileo-caecal valve to form the ertificial vagina. The patient left hospital 
after eight days, and remains well. 


Paralytic ileus in pregnancy; an indication of toxaemia of pregnancy. 
The authors discus modern views on toxaemia of pregnaney, 

those of Seitz. Changes in the colloidal hormonic states 

in the ionic equilibrium of the blood affect all systems, but 

the nervous system. Nervous influence is often regional 


espec ially 


ind 

isolated zones, either single or in two corresponding zones of 

system. Seitz calls these modifications neuro-vegetoses, single a 

He divides the regions of excitability into seven, such as 1 
excitability of the vagus nerve in the upper half of the digestive canal 
with ptyalism and hyperemesis; (2) hyper-excitability of the sympa 
system or hypo-excitability of the para-sympathetic system in the 

half of the digestive tract, with atonic constipation which may, in 
last months of pregnancy, develop into paralytic ileus. 

Ramos and Roth have recently operated on a case of paralytic ileus in 
the last month of pregnancy, and consider their case an tllustration of 
neuro-vegetosis of the sympathetic system. 

The patient was sent in for urgent treatment on account of vomiting 
and abnormal meteoric distension of the abdomen. After admission, stric 
diet, enemata and injections of serum brought only slight relief. Th 
vomiting remained persistent ; hiccough began. There was no change in 
distension. It was decided to deliver rapidly by Delmas’s method. Th 
child was extracted by the forceps; the placenta followed spontaneously. 
Relief was now very rapid. Within six hours the vomiting and hiccougl 
stopped and the distension was considerably less. During thy 
days the condition of the patient was normal The mother 
left the hospital on the eighteenth day alter delivery 

Ramos and Roth think the case interesting since it was evidently 
one of ileus paralyticus of toxic origin with) repereussion from the 
sympathetic system. The clinical picture was one of paralytic ileus with 
urinary symptoms. ‘The benefit obtained by the methods employed lead 
them to this conclusion, 
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Rupture of a left ovarian cyst simulating appendicular crisis. 

Florence and Graeff cite at length the cases described by Stuckert and 
Haddon of left ovarian haemorrhage simulating appendicitis. They 
proceed to give an account of a similar case which has recently come 
under their observation. 

The patient, who was an unmarried woman aged 22, had a sudden 
and transient attack of abdominal pain after lifting a heavy basin of 
water. About an hour later the pain returned with greater intensity, and 
other disquieting symptoms—sickness, feverishness and dryness of the 
mouth. 

Florence and Graeti were called to the patient. Abdominal hyper- 
avsthesia was so great that the patient would not allow them to palpate 
the right side, but indicated the spot—McBurney’s point—where she felt 
greatest pain. On the left side marked tenderness was not detected. The 
history inclined the doctors to think, at first, of strangulated hernia or 
torsion of the pedicle of an ovarian cyst. In the absence of any abnor- 
mality in the right inguinal and right crural regions they diagnosed acute 
appendicitis and gave injections of sedol temporarily to relieve the pain. 
As the patient’s condition grew worse she consented to operation, 

When the surgeon caine, a few hours later, a second examination was 
made, the woman having become calmer under the influence of sedol. 
‘Tenderness was not elicited on the left side of the abdomen, and a tumour 
was not detected on deep pressure at this examination. The pain and 
tenderness on the right side were greater. The surgeon, also, diagnosed 
appendicitis. 

At laparotomy the appendix and right adnexa were found to be normal, 
but blood was discovered in the pelvis, behind the appendix. Prolonging 
his incision the surgeon examined the left adnexa and found that the left 
ovary was the size of an orange owing to the presence of a cyst, which had 
ruptured. He ligatured the pedicle and removed the ovary. 

The interesting point about the case is the localization of the pain on 
the right side when the lesion was on the left. 

The authors think the explanation lies in the innervation of the pelvis, 
chiefly of the ovaries, which derive fibres from the spermatic, renal and 
infra-mesenteric plexuses, of which the ganglia draw roots from the coeliac 
plexus. Pre-aortic crossing and anatomoses of the fibres from the coeliac 
plexus may cause reflex radiation of pain from the mesenteric centres. 
Hence, the diagnosis is obscured. 

The authors agree with Stuckert that “one of the most difficult: con- 
ditions to diagnose clinically is haemorrhage from an ovary. In most 
instances the true source of bleeding is recognized only during operation.”’ 
Do contraceptive measures injure foetal life? 

Goett describes the multiple deformities and the defective state ot the 
intellect in two children belonging to different families. A history. of 
hereditary disease, alcoholism or syphilis was not obtained in either of 
the cases. 

The feature common to both cases was the use of contraceptive 
incasures. The parents of both the children were surprised at their failure. 

Goett asks the question: “Tf chemical contraceptives do not hinder 
fertilization are they not correlated with the great risk of damage to the 


spermatozoa ‘dee yi. Il Filshill, 
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Archiv fur Gynakologie. 


Band 147, Heft 1, October 22, 1931. 

*The results of Caesarean section during 1930. Doerfler. 

*The causes of icterus neonatorum: a comment on the article of K. J. 
Anselmino and F. Hoffmann in Vol. 143, p. 477. G. Haselhorst and 
K. Stromberger. 

*The causes of icterus neonatorum : a reply to the preceding article. K. J. 
Anselmino and F. Hoffmann. 

*The treatment of premature children by folliculin. W. Schiller 

The cardiac function of the foetus. Part Il: The influence of oxygen and 
carbon dioxide on the rate of the foetal heart-beat. W. Rech. 

Pituitary tumour and pregnancy. E. W. Winter. 

The complement content of the serum of pregnant subjects in physio- 
logical and pathological conditions. VP. Goldschmidt-Furstner. 

The alteration of the composition of the protein in the blood-plasma during 
normal pregnancy. A. von Tatzka,. 

*Metastases of hydatidiform mole with typical structure. M. Gygax. 

X-radiated adenocancroid and isolated tuberculosis of the uterus. J. Novak 
and F. Windholz, 

“The joints of the pelvic girdle, with special reference to their alterations 
during pregnaney and labour. Part I. 1. Hasthofer. 

Band 147, Heft 2. 

*The joints of the pelvic girdle, with special reference to their alterations 
during pregnancy and labour. Part II. 1. Haslhofer. 

*Recent researches concerning radiation of the ovaries and heredity. J. 
Borak. 

*The probability of injury to the offspring after radiation of the ovaries. 
S. Peller. 

The action of nicotine on the ovary of the white mouse. G. Unbehaun. 

Thyroid function during pregnancy. C. Holtermann. 

*The combination of operation and radiation in treatment of carcinoma of 
the uterus and ovaries. H. Kaimniker. 

Primary mortality after operations for cancer of the cervix. M. Gadselit- 
Kassimow. 

The diagnostic and prognostic significance of the Aschheim-Zondek 
reaction in hydatidiform mole and chorion-epithelioma. H, O. Neumann. 

*Experimental researches concerning the influence of insulin on ovarian 
function. P. Abel. 

The bactericidal properties of the lochia. S. G. Haskin. 

Ultrafilterable iron in the serum of the human female: biological and 
clinical studies. H. Guthmann, M. A. Bruckner, Ehrenstein and 
H. Wagner. 

Urethrocystoscopy in gynaecology. G. Albano. 

The normal sugar-content of the liquor ami. Tl. Mohs, 


rhe results of Caesarean section during 1930. 

There is statistical evidence that in Germany So,ooo children and 5,00 
mothers do not survive full time pregnancy ; even in hospital most Caesarean 
sections are done too late. Caesarean section done rightly has a maternal 
mortality of 0.2 per cent (Schweitzer, two deaths in 1000 cases) and no 
foetal mortality : with the exceptions of medium and low forceps extraction 
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and of simple version followed immediately by extraction it is to-day the 
least dangerous means of operative delivery for the mother and the child. 
The practitioner must conduct every labour aseptically in preparation for a 
possible Caesarean operation. Major vaginal operations for delivery (with 
the exception of those named above) and destruction of the foetus should be 
excluded definitely from midwifery, Caesarean section is as free from post- 
operative complications as other abdominal operations: the risk of 
consequential diminution of fertility, from anatomical or psychological 
reasons, is less than with destructive operations on the foetus. 


The causes of icterus neonatorum: A comment on the article by K. J. Anselmino and 
F. Hofimann in Vol. cxliii, p. 477, ‘‘The causes of icterus neonatorum" (see 
Journ. Obstet. and Gynaecol. Brit. Emp., xxxviii, 419), a reply to the preceding 
article. 

The displacement to the left of the O, dissociation curve of blood from 
the umbilical cord is explicable, according to Haselhorst and Stromberger, 
by differences in CO, tension. In their reply Anselmino and Hoffmann 
bring forward further evidence in favour of their theory. 


The treatment of premature children by folliculin. 

Folliculin is present in the umbilical blood and for four days in the 
urine of the newborn. The suggestion that debility of premature infants 
might be due in part to their severence from the abundant supplies of 
folliculin which are present in the maternal tissue-fluids during pregnancy 
was first made by Martin (Munschr. Geburtsh, 1929, 82). An oily ovarian 
hormone solution (Unden) administered orally to premature children by 
Martin and others was found to be definitely beneficial, as shown by the 
mortality-figures and the weight-curves. Schiller has injected subcu- 
taneously a watery solution of hormone (menformon) and is satisfied that 
good has resulted. It is during the first few days of extra-uterine life 
that the administration of folliculin appears to be most useful for the 
premature infant. 


Metastases of hydatidiform mole with typical structure. 

Hither destructive or ordinary hydatidiform mole can lead to metastasis 
formation, detached portions of a villus being deposited by embolus, 
usually in the vaginal wall or vulva. The inctastases are usually malignant, 
ie. chorion-epithcliomatous ; in such cases the uterine mole may have become 
chorion-epithchomatous or the chorion cpithelioma may first develop in 
a metastasis. Six cases of non-malignant vaginal metastases have been 
recorded. Gygax describes a seventh case, in which at autopsy a few days 
after hysterectomy all the organs were free from metastases; the excised 
vulvo-vaginal metastases showed, centrally, vesicular villi with epithelial 
proliferation, peripherally, epithelial ingrowth—-still connected with the 
stroma of the villi—into the maternal connective tissue and blood-vessels. 
The intra-uterine mole was not malignant and only a few foetal giant-cells 
were present in the uterus. 


The joints of the pelvic girdle with special reference to their alterations during 
pregnancy and labour. Parts I and Il. 
\fter a summary of the anatomy of the sacro-iac joints and the 
symphysis pubis, and of the views that have been held formerly and 
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recently concerning their capacity for movement in the absence and 
presence of pregnancy, Haslhofer, in oS pages, gives a detailed and 
illustrated account of the gross and, especially, the histological structure 
of 16 sacro-iliac joints and 8g symphyses, including those from young and 
old maids, virgins, pregnant persons and those whose pregnancy has 
been recent or remote. From the 12 pages which embody his conclusions 
the following points are taken :— In both the sacro-iliac and the inter-pubic 
joints variations in form and constitution are common, and a type is seen 
only in young subjects : both joints, in contrast with the accepted opinion, 
possess, almost without exception, a cavity. Some degree of motility is 
always possible towards the end of pregnancy, and for a time after term 
there is specially wide separation of the joint surfaces, particularly towards 
the intrapelvic aspect of the joints. The tissue softening which precedes 
the changes, which occur during pregnancy, is not due to oedema but to 
mechanical factors: similar changes are seen in males who do heavy 
physical labour. Communicating with or near the joint-cavity rubble or 
detritus cysts are often seen. Pathological changes are always demon- 
strable in the sacro-iliac joints, frequently in the symphysis pubis : they 
may be of traumatic origin or may fall within the category of osteo- 
arthritis deformans. Frequently they arise in small zones of mucoid 
degeneration of the osteo-chondral junction. Morbid conditions of the 
sacro-iliac joints may be responsible for backache in females, often wrongly 
attributed to pelvic visceral lesions, by reason of (1) softening and weaken- 
ing following pregnancy; (2) chronic or acute inflammation, especially 
arthritis deformans ; (3) trauma. 


Recent researches concerning radiation of the ovaries and heredity. 

After describing recent American work (Muller) concerning mutation 
after the irradiation of germinal cells in insects, and after a comparative 
analysis of the effects of irradiation in various species of animals, Borak 
concludes that mutation in the’ human species is questionable, and_ its 
possible significance is minimized by the facts that lethal mutations are 
ineffective in heredity, others are of slight import, human offspring are 
comparatively few, and inbreeding is an absent factor. In man radiation 
of unripe sex-cells can have no hereditary consequences. After radiation 
of the human ovaries injury to the ovum is impossible; injury to the 
foetus is possible but avoidable by reason of the possibility. of caretul 
timing of the treatment. 


The probability of injury to the offspring after radiation of the ovaries. 

Chiefly from mathematical considerations it is concluded that the 
probability of injury to future generations by N-radiation of the ovaries 
for the purpose of inducing temporary sterility is so small as to be ignored 
in medical calculations. 


The combination of operation and rediation in the treatment of carcinoma of the 
uterus and ovaries, 

This paper describes the views prevailing at present at the Universttits- 
Frauenklinik at Vienna, where the treatinent of election for operable 
carcinoma is radical vaginal hysterectomy. Although with right dosage 
a cleansing of the tumour and a diminution in number and, perhaps, in 
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the virulence of the flora may follow, pre-operative radium application 1s 
not regarded with favour because (1) operation may be made more difficult ; 
(2) the same ends may be secured by excochleation at operation, with 
some days’ economy of the time occupied in the preparation of the patient 
for operation ; (3) apparent improvement may lead patients to evade opera- 
tion; (4) in badly infected cases, especially when the infecting organism 
is the haemolytic streptococcus, radium may propagate infection.  Pre- 
operative X-radiation is rarely employed, because it is believed to render 
a quickly following operation difficult from bleeding and a delayed opera- 
tion difficult from cicatrization of the parametria. Post-operative radium 
therapy is given three or four weeks after operation (vaginal tubes, 2 mim. 
filtration, 0.8 to 1.0 cm, distance, the bladder and bowel are pushed aside 
by the gauze). The rectal application of radium is also used. Post- 
operative X-radiation must be looked on as essential in those cases 10 
which cancer of the cervix is removed per vaginam without access to 
the regional glands : Kamniker believes it to be more important than the 
post-operative application of radium by which it is sometimes supple- 
mented. By post-operative X-radiation the mortality was improved by 
18 per cent in cancer of the cervix in about 1co cases, and by over 20 per 
cent in a considerably smaller comparative series of cases of cancer of 
the body of the uterus. 


Experimental researches concerning the influence of insulin on ovarian function. 

In white mice Abel found injections of insulin to be followed (1) by 
prolongation of the oestrus and by follicular proliferation ; (2) later, with 
large doses, by diminution of intensity and frequence of oestrus, with 
restriction of follicular activity and increased production of corpora lutea. 
Such effects were absent from castrated mice. Well-marked hormonal 
sterilization could not be induced. 

W. E. Crowther. 


Zeitschrift fur Geburtshulfe und Gynakologie. 


Vol. xcix, December, 1930. 
*Tigature of the veins for pyaemia. M. Martens. 
®The carly diagnosis and prognosis in cases of pyaemla. Kriele. 
Leucocyte counts during the puerperium with especial reference to 
Ivinphocytes. HE. Fauvet. 
“The prognostic significance of rigors in pucrperal fever and their diagnostic 
value. S$. Schafer. 
®*\ histologically non-specific granuloma of the vulva. W. Haupt. 
\n experimental and histological investigation of the pregnancy reaction 
with the gonads of the newly born. Hl. O. Neumann, 
F'Phe transmission of the tendency to multiple pregnancy and potential 
fertility in human beings reviewed in the light of the polyovulation 
theory. G. Dahlberg. 


Vol. xcix, February, 1931. 
Cervical carcinoma at the end of pregnancy. EL. Nevinny. 
Phe cause of death in patients with untreated primary uterine cancer, and 
also in those with recurrence after treatment. EL Paerber. 
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The counting of the labour pains in spontaneous deliveries of priim1- 
eravidae with normal sized pelves excluding cases of prematurely 
ruptured membranes. C. Gianella. 

*The value of insulin in the treatment of diabetes during pregnancy. Kk. 
Kustner. 

The relations of lactic acid, blood-sugar and alkali reserve in cases of 
febrile diseases occurring during the puerperium. H. E. Scheyer. 

A contribution to the cause of intracranial haemorrhage in the newborn. 
J. Be Kuhn 

Cerebral air emboli during delivery. K. Neller. 

*Inguinal herniae containing the uterus in females and also in individuals 
with hetero-sexual genitalia. I,. Motileff. 

Vol. -xc1x, May, 1937- 

The serological diagnosis of paternity after Zangmeister. E. Gros. 

Anthropologico-gynaecological observations among the Chinese of the 
province of Kwantung. G. Frommolt and Shirokogoroff. 

*The effect of the female sex hormone upon infantile male genitalia. P. 
Gereb. 

*The vicissitudes of the medical indications for the interruption of 
pregnancy. H. Naujoks. 

Laryngeal tuberculosis and pregnancy. K. Fink. 

The position of the patient during delivery in cases with intermediate 
flat assimilation pelves. IF. A. Wahl. 

An investigation into the subepithelial infiltration, or permigration index, 
in cervical leucoplakia as an index of a protective reaction. H. Hinsel- 
mann and Jacobsen-Iorenzen. 

A criticism of the modern prophylactic treatment of blennorrhoea in the 
newborn. H. Hellendall. 


Ligature of the veins for pyaemia. 

The author analyses the incidence of pyaemia among the deaths from 
puerperal infection described in the literature, quoting several authorities 
who state that the condition is almost invariably fatal if treated conser- 
vatively. He points out the value of proximal ligature in cavernous and 
sigmoid sinus thrombosis, and for preventing portal pyaemia following 
appendicitis or suppurating haemorrhoids, illustrating his remarks by 
describing cases, giving temperature charts and photographs. 

Puerperal pyaemia depends upon liquifving thrombophlebitis, and 
operation should be resorted to on diagnosis. This is arrived at from the 
history, an absence of putrifying material from the uterus, the temperature 
chart, the pulse-rate, and the blood picture; sometimes, also, trom 
thrombocytopoenia an alteration in the rate of sedimentation of the blood 
corpuscles, and a reduction in the percentage of haemoglobin. Lastly from 
a physical examination, ‘The signs which should be looked for are, tender- 
ness in one or both parametria, painful wormlike swellings in the broad 
ligaments, parametric infiltration, occasionally a circular swelling lining 
the true pelvis; while, in cases in which thrombosis of the ovarian vessels 
has occurred, tenderness and rigidity in the flank extending up to the 
costal margin is found. Bacteriological investigation of the blood is only 
of value in estimating exaltation of the virulence of the infection with a 
consequently grave prognosis, “The author describes the points of interest 
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in 46 patients upon whom he has operated and describes briefly the 
technique of extra-peritoneal venous ligature. The rule is to ligate the 
veins as centrally as necessary, but at the same time as peripherally as 
possible, Extirpation of the diseased veins is unnecessary and should 
only be considered in the case of ovarian vessels. Abscesses if present 
should be drained. The presence of metastatic abscesses does not contra- 
indicate operation, as two of the author’s patients recovered. In con- 
clusion, Martens makes a plea for better midwifery with the prevention 
of pyaemia, but should this supervene, early operation holds out the best 
prognosis for the patient. 


The early diagnosis and prognosis in cases of pyaemia. 

The author finds that a marked alteration in the thrombocytes of the 
blood, sometimes accompanied by fever, occurs two to eight days before 
the thrombosis is apparent clinically. When a clot forms, a number of 
thrombocytes are withdrawn from the circulation; they are, therefore, 
temporarily diminished in the blood; this is, however, soon made up by 
the body reserves. In patients with pyaemia the number of thrombocytes 
is very markedly reduced, and may even be as low as 100,000 in severe 
cases. This thrombocytopoenia is most marked in the initial stages and 
may even be present before the first rigor. There is also a tendency 
towards agglutination of the platelets. Inflammatory conditions of the 
serosa, such as peritonitis and pleurisy, produce thrombocytosis. With 
toxaemia the differential diagnosis becomes more uncertain because the 
thrombocytes are also reduced in that condition, sometimes below 200,000. 
Stickiness or conglomeration of the leucocytes indicates a virulent 
bacterial infection with a serious illness and fatal termination. 

Discussing the indications for venous ligature in pyaemia the author 
divides the cases into the following three groups : (a) Thrombocytopoenia 
below 100,000 with agglutination and rapid sedimentation of the leucocytes, 
as estimated by the author’s method, is ideal for ligation of the veins. 
(b) A thromboevtic count not under 120,coo with little disturbance of the 
leucocytes indicates an infection with a virulent organism. Such cases 
should be left alone, in spite of multiple rigors, because spontaneous cure 
may be anticipated. (c) In the later stages of pyaemia with complications 
hieature loses its value. 


The prognostic significance of rigors in puerperal fever and their diagnostic value. 

The author briefly discusses . (1) The post-mortem findings in puerperal 
infections ; (2) the bacteriological investigations, made as a routine, which 
usually neither help to make an carly diagnosis nor indicate the prognosis ; 
(3) the morphological changes in the blood, and (4) rigors, the clinical 
manifestation of the body’s reaction to an infection by bacteria. 

The work deals with a series of 1g6 patients who had rigors following 
delivery by abortion; 134 left the hospital alive, and 62 died. Tables are 
viven showing the number of rigors per case, the relation to abortion 
ind delivery, the character and rate of the pulse, the temperature, the 
pathological findings, the treatment and the nature of the organisms found. 

The conclusions are: (1) That the prognosis is favourable with one or 
two rigors, the mortality increasing after three; (2) the later the rigors 
begin during the puerperium the better the outlook ; (3) the longer the 
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interval between the rigors the greater is the chance of recovery; (4) the 
temperature curves between rigors have neither diagnostic nor prognostic 
value; (5) the pulse chart is of value in estimating the result. 


A histologically non-specific granuloma of the vulva. 

The author describes and illustrates histologically a granuloma, the 
size of a florin, which occurred on the left labium minus in a girl 16 years 
of age. Tubercle bacilli could not be demonstrated histologically nor follow- 
ing animal inoculation; giant cells of any description were not seen. 
The conclusion is that this is a non-specific granuloma. Conservative 
treatment failed and a cure was obtained only after excision. 


Cervical carcinoma at the end of pregnancy. 

The author states that the incidence of carcinoma of the cervix during 
pregnancy is estimated in the literature at 0.005 per cent to 0.3 per cent. 
He describes two cases occurring among 5,000 births. The careinomata 
were operable. Caesarean section was carried out and followed by extensive 
hysterectomy in both cases. Both patients died of recurrence, one 16 
months later and the other after 10 months, in spite of subsequent treatment 
with N-rays. 


The cause of death in patients with untreated primary uterine cancer, and also in 
those with recurrence after treatment. 

The author shows that in a series of 150 cases of uterine cancer 35 
patients died of the disease, two of heart trouble, two of amyloid disease, 
17 of affections of the urinary tract, 20 from pneumonia and pleurisy, two 
from pulmonary embolism, two from purulent peritonitis; in six there 
was generalized malignant disease; three patients died of haemorrhage 
and 61 succumbed to cachexia, inanition, intoxitation and sepsis. 
A series of tables is) given showing the incidence of metastases in 
the various organs. Details of the involvement of the urinary tract are 
given as well as the condition of the cardio-vascular and_ respiratory 
systems. 


The value of insulin in the treatment of diabetes during pregnancy. 

The author points out how little has been written concerning diabetes 
and pregnancy; still less has been written on the treatment with insulin. 
He describes a case in detail and discusses the literature. 


Inguinal herniae containing the uterus in females and also in individuals with hetero 
sexual genitalia. 

The author was able to collect o9 cases of hernia of the uterus from the 
literature up te rg2s. Thirty-three of these occurred in’ heterosexual 
individuals. The writer gives full details of a case of his own. He classi- 
fies herniae of the non-gravid uterus into those associated with maldevelop- 
ment of the genitalia and those not associated with maldevelopment ot 
the genitalia. It was the rule to find a double uterus with atresia of the 
vagina. The round Hgament is regarded as an aetiological factor, but it 
is stated that descent of the ovary has nothing to do with uterine hermation 
into the inguinal canal because the homologous relation of the round 
ligament to the ovary is not the same as that of the gubernaculum to the 
testis. 
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The effect of the female sex hormone upon infantile male genitalia, 

Various investigators have demonstrated that anterior pituitary hormone 
stimulates the development of infantile genitalia and their adnexa; other 
workers, on the other hand, found just the opposite. The author describes 
a series of experiments in which he used infantile male mice 16 to 20 days 
old. He injected them twice daily with 0.3 to 0.4 cubie centimetres of 
urine from pregnant women in three days. In a series of 134 mice the 
testes and epididymis underwent definite development in 8g. Under the 
microscope all stages of active spermatogenesis were found, the lumina 
of the glands were filled with secretion, but spermatozoa were found only 
in two cases. The interstitial cells did not show obvious change: 

A further series of experiments with prolan-free urine did not reveal 
obvious naked cye changes in the testes. Microscopically some evidence 
of spermatogenesis was seen but not so advanced as obtained when urine 
containing prolan was used. 


The vicissitudes of the medical indications for the interruption of pregnancy. 

The author points out that the views of the schools vary from the 
extremely conservative to the ultra radical, with regard to the indications 
for artificial abortion. He deals only with the medical indications, viz : 
toxaemia of pregnancy, diseases of the blood, tuberculosis of the lungs 
and other organs, cardiac disease, diabetes mellitus, pyelitis gravidarum, 
and malignant tumours. 

With regard to toxaemia of pregnancy, a great advance has been attained 
through improvement of blood examination, but the results are very 
indefinite and it is impossible to dogmatize. Hyperemesis gravidarum is 
considered in detail, the literature being quoted fully. The conclusions 
are that most cases are very mild. Jn all, conservative treatinent should 
be given a fair trial. 

Interruption of pregnancy docs not always bring relief to those suffering 
from anaemia, and may, on the other hand, be deleterious. Esch is quoted 
as giving two indications for terminating pregnancy in cases of anaemia : 
(1) When the child is viable, and (2) if the pregnancy is only just com- 
mencing. Other authorities are quoted as showing that abortion is only 
necessary if the blood picture is becoming progressively worse. Good 
results are to be expected from liver therapy and the administration of 
iron, arsenic, and from blood transfusion. In cases of acute leukaemia the 
results of abortion are bad and it is only indicated in a rapidly advancing 
case to save a viable child. In chronic myeloid leucaemia, prevention of 
conception is to be aimed at, because each pregnancy aggravates the 
condition. 

In phthisis, the indications for abortion scem to have been completely 
altered in the direction of conservatism. A plea is entered for a closer 
liaison between the obstetrician and the physician, A labour ward should 
be attached to all sanatoria. It is pointed out that in France there are 
sanatoria for tuberculous patients who are pregnant. An outline of the 
conservative treatment is given. 

Nothing new is stated about the treatment of laryngeal tuberculosis. 
In Potts’ disease conservatism and splinting operations are followed by 
good results. There seems to be a tendency against interruption of 
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pregnancy for renal affections; but nephrectomy is advised for early uni- 
lateral cases. 

A list of authorities for the treatment of cardiac disease complicating 
pregnancy is given, together with their conclusions. Diabetics can be 
divided into: (a) Those becoming pregnant, and (b) those developing 
diabetes during pregnancy. A review of the literature shows that the 
introduction of insulin improves the outlook with conservative treatment, 
also that induction is only necessary when insulin therapy cannot be carried 
out, or fails. 

When dealing with malignant disease the author says that with early 
operable carcinoma the pregnancy need not be considered if the child is 
not viable. Nearer term Caesarean hysterectomy is advised. Inoperability 
is an indication for radiation, as by this means it may be possible to 
prolong the patient’s life until the child becomes viable. 

In extragenital carcinoma and pregnancy one has to be guided by the 
operability and the degree of development of the child. In operable cases 
it may become necessary to sacrifice the pregnancy. Carcinoma of distant 
organs associated with pregnancy is extensively described in the literature. 
Mammary cancer and gastric cancer are apparently stimulated to more 
active growth by pregnancy. 

In cases in which pregnancy supervenes after the removal, or cure by 
radiation, of an extragenital cancer one must be guided by circumstances. 
If a recurrence is obviously increasing rapidly abortion may be indicated. 
In rectal and gastric carcinoma there seems to be a definite tendency for 
recurrence to take place should pregnancy supervene. Opinion is divided 
about mammary carcinoma; most authorities agree that abortion has no 
influence in checking the progress. In general there seem to be very 
few cases of extragenital carcinoma in which abortion is indicated. The 
author concludes with a short note about N-rays and the induction of 
abortion, 


M. Datnow. 


Zentralblatt fiir Gynakologie. 


January 23, 1932. 
*Basal metabolism during the menstrual and reproductive cycles. A. von 
Arvay and H. Meyer. 
“The frequency and significance of rectal gonorrhoea in women. L. Bickel 
and T,, Abraham. 
The exchange of lactic acid in the placenta in animal experiments. 
A. Loser. 
Statistics of carcinoma of the cervix and of the vagina during the years 
1923 to 1925. HE. Phillipp. 
*Placenta zonaria humana incompleta. G, Abraham. 
A contribution on the fundal incision after Fritsch. R. Biermer. 
A clinical use of excision of the uterine mucous membrane. A. W. 
Hochloff. 
Feeding bottles. F. Thoma. 
January 30, 1932. 
A supernumary ovary in the pavian monkey. Blotevogel 
The use of stryphnon in haemostasis, R, Demel, 


‘I 
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*Placenta praevia fenestrata, a form of annular placenta. H. Siedentopf. 

A statistical investigation into the nonfixation of the foetal head in 
primigravidae. H. Wallenstein. 

The prophylaxis of eclamptic fits. G. Tesaure. 

The Abderhalden reaction in the light of present-day investigations into 
the sexual hormones. Mandelstamm., 

Observations upon the work of J. Malfatti. The significance of calcium 
in the prophylactic and therapeutic aspects of obstetrics and gynaecology. 
M. Rodecurt. 

The treatment of abortion in pernocton narcosis. K. E. Fecht. 

Experience with the Ombredanne ether apparatus and its practical modi- 
fication. C. Fatyol. 

February 6, 1932. 

The treatment of total ectopia vesicae in the adult. R. Th. v. Jaschke. 

A yasomotor phenomenon in the bladder as a diagnostic aid to early 
pregnancy and for differential diagnosis. H. Hogler. 

*A case of injury to the bladder, ureter and uterus in operative abortion. 
G. Miiller. 

Vaginal operative treatment of double uretero-vaginal fistula. A. Mandel- 
stamim. 

The question of ureteric drainage after operation for vesico-vaginal fistula. 
A. Kantor. 

Double duplication of the ureters with ampullary widening and blind 
ending in the vagina. S. Vidakovic. 

February 13, 1932. 

The utilization of the diastase reaction in the urine for the early diagnosis 
of pregnancy. S. Ussolzew. 

The clinical estimation of the hormone content of the blood. H. 0. 
Neumann and F,. Peter. 

The physiological effect of folliculin upon the pregnant uterus. W. Kk. 
Tschaikowsky. 

The results of observation and treatment of eclampsism and eclampsia. 
G. Mugel. 

*A case of primary abdominal pregnancy. R. Hasselblatt. 

Five cases of adhesions of the external uterine os, and some remarks upon 
the aetiology and difficulties in labour with this anomaly. H.Kraatz. 
Rare results of delivery through a central cervical rupture. K. Oppen- 

heimer, 

The formation of an artificial vagina by the Wagner-Kirchner method 
with the use of Krause’s skin flaps. K. Warnecke. 

An investigation into the effect of anterior pituitary hormone upon the 
corpus luteum. A. Westinan. 

The morphological development of uterine carcinoma and its effect upon 
operative treatment. H. Kamniker. 

The lessening of the mortality following Wertheim’s operation for uterine 
carcinoma. F, Siissmann. 

Pictdes menstrualis. E. G. Abrahain. 

Metastatic carcinoma of the vagina. H. Roessler. 

Pruritus vulvae et ani. ©. Bakofen. 

Endometriosis of the anterior and posterior vaginal walls. V. Tisso- 
wetzky and P. Bujko, 
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The results of the treatment of sepsis with fixation abscess formation. 
W. Dunkel and FE. Brandis. 
February 27, 1932. 
*Strassmann’s plastic operation cpon the uterus followed by childbirth. 
W. Hannes. 
Rupture of a double uterus during pregnancy. W. Rosenstein. 
The treatment of puerperal pyaemia by by venous ligature. W. Schellen- 
berg. 
A further modification of Portes’ Caesarean section. R. Aschner. 
Chemical contraception. M. Rodecurt. 
The technique of vaginal operations. 1. Samuel. 
A new pregnancy reaction making use of male mice and hormone 
concentration. J. Czuzak. 
March 5, 1932. 
The results of an investigation into the development of the perineum 
in human beings. G. Pollitzer. 
Accessory breasts. M. Hirasawa. 
Tubal pregnancy as a result of operation. W. Hannes, 
Difficult delivery of a holoacardius amorphus. F.C. van ‘Tongeren. 
The value of ergot as a prophylactic and therapeutic agent in the puer- 
perium. J. Suhs. 
The cause of the Lubeck tragedy. The diagnosis of genital tuberculosis. 
A. Greil, 
A warning against rectal examination in midwifery. ly Eberhart. 
March 12, 1932. 
State maternity statistics. I., Seitz. 
The question of Caesarean section. E. Preissecker. 
The action of anterior pituitary hormone and masking of the biological 
pregnancy reaction. H. U. Hirsch-Hoffmann. 
Trauma and pregnancy. ‘Termination of pregnancy on account of fracture 
of the spine. H. Naujoks. 
A contribution in support of the treatment of delivery by Kiwisch’s hot 
douches modified by Stein. H. Hellendal, 
“Newer indications for calcium in gynaccology. E. Wolser. 
A new case of simultaneous bilateral tubal pregnancy. F. Heymann. 
March 19, 1932. 
Embryological development. The times of conception and ovulation. 
QO. Grosser. 
Determination of the time of ovulation with the human uterus in situ. 
H. Knaus. 
Observations on the previous article by Knaus. G. K. F. Schultze. 
Conception time in women and its use in practice. K. Ogino, 
The spermatozoon and pregnancy. H. Lotze and W. Schultze. 
*“Tigature of uterine vessels for post-partum haemorrhage after placenta 
praevia. W. Kerwin. 
*A safe means of arresting haemorrhage not involving danger to life. 
G. Frank. 
A new sell-retaining vaginal speculum, Hoégler. 
March 26, 1932. 
Brenner’s ovarian tumour. A distinct type of tumour and its place amot 


S 
other ovarian tumours. R, Mever, 
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Actinomycosis of the female genital organs. Y. Ikeda and Kk. Ikeda. 

X-ray diagnosis of vesicular mole by means of contrast injection. 
FE. Bortini. 

X-ray investigation of the pathology of the female spinal column and its 
effect upon gynaecological sacral pain. Uebermuth, 

The treatment of ovarian symptoms with the urine of pregnant women. 
W. Schildberg. 

*[xperiences with the Aschheim-Zondek reaction, with special reference 
to its forensic value. H. Hellendall. 

The haematin reaction in extra-uterine pregnancy. S. Wolowa. 
Experimental biological termination of pregnancy, W. K. Tschaikowsky. 
April 2, 1932. 

*Subtotal colpo-perinealkleisis in old women. A. Labhardt. 

Vaccinatio yvulvae. Schleyer. 

Lymphogranuloma of the female genitals. P. Esau. 

The results of operation for carcinoma of the body of the uterus. 
F. v. Mikulicz-Radecki and R. Volbracht. 

Further X-ray investigations to show the placental site in animal experi- 
ments. K. Ehrhardt. 

Rheumatic problems in gynaecology. A. T,andeker. 

Acute dangerous bleeding from a cervical myoma. S. vy. Wachenfeldt. 

April 9, 1932. 

A further contribution to the clinical observation of adenomyosis. 
QO. Frankl. 

A case of endometriosis in the perineum. Th, Prager. 

Statistics of cervical and corporeal carcinoma for the years 1920 to 1922, 
with a résumé of the results of the treatment of cancer for the years 
1913 to 1925. E. Philipp. 

Whether there is any safe method of terminating pregnancy. W. Hannes. 

An investigation into the interchangeable characteristics of ovarian and 
anterior pituitary hormones. H. Siegmund. 

° April 16, 1932. 

Some new experiences with radiation of uterine carcinoma. F. Voltz. 

The pregnancy reaction in the ovary of the infantile rabbit. C. Clauberg. 

The size and weight of foetfis in the early months. A. Gegenbach. 

The standardization of some echolics by registering the uterine changes 
in 78 cows during the puerperium. EF. Benesch. 

The clinical aspect of high face presentation. W. Walz. 

The development of a lithopaedion. F. Emmert. 

Two cases of uterine rupture. S. Sztehlo. 

*An operation for complete perineal rupture. HH. Hintzen. 

The danger of soap enemata. R. Hubert. 


Basal metabolism during the menstrual and reproductive cycles. 

Some writers do not consider that there is any variation in the gaseous 
interchange during the various phases of the menstrual evele. Others, for 
example Dellapian, have found a lowering in the premenstrual period 
and a rise on the first day of menstruation. Zuntz has found the reverse. 

Basal metabolism experiments carried out during pregnancy have not 
yielded Very decisive results, but the basal metabolisin is considered to 
drop markedly during the puerperiim 
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Von Arvay and Meyer in their investigation came to three main con- 
clusions. 1. That the administration of the hormone of the anterior lobe 
of the pituitary gland changed the basal metabolic rate, which was highest 
during the premenstrual period, when the production of the ovarian hormone 
was greatest. During menstruation the basal metabolic rate was at its 
lowest level; the difference between the highest and lowest values was 
12.3 per cent. The basal metabolism rises with the duration of pregnancy. 
It is noticeable by the fourth month and reaches the maximum by the 
seventh month; it remains at this level until term, the rise in basal meta- 
bolism corresponding with the increase in the amount of ovarian hormone 
in the organism. It was formerly thought that the increase in the basal 
metabolic rate could be correlated with the increase in the activity of the 
thyroid gland, but the writers consider that the latter is due entirely to 
the ovarian activity. There is also a definite variation which depends 
upon whether the paticnt is lactating or otherwise. 


The frequency and significance of rectal gonorrhoea in women. 

Bickel and Abraham draw attention to the frequency of rectal involve- 
ment in gonorrhoea in women. Proctitis has too frequently been ignored, 
with resulting reinfection of the genital tract after cure. Rectal films 
and cultures were examined by the authors in 100 cases of female gonor- 
rhoeca. From one to five swabs were taken at intervals in each case. In 
20 cases the results were positive ; gonococci were found in the first smear 
in 17 cases and in the second smear in three cases. In 48 cases it was 
possible to get only three to five smears owing to the infrequent attendance 
of some of the patients. 

Thirteen patients were suffering from recent infection of not longer 
than four weeks’ duration; four of these had rectal gonorrhoea. The 
duration of the infection in the remaining cases was from four weeks to 
15 years, but in two cases in which bacterial evidence of genital infection 
could not be made out, rectal infection could be demonstrated. 

Secondary infection in the acute stage may, in the writers’ opinion, be 
responsible for rectal abscesses and anal fistulae. The most satisfactory 
method of treating the rectal infection is with a thin ointment containing 
one of the preparations of silver. The ointment is injected into the bowel. 
The treatment should be continued for a few weeks. Neither subjective 
symptoms nor stenosis occurred in the cases investigated, 


Placenta zonaria humana incompleta. 
Abraham describes a case of incomplete placenta zonarta. Phe case 
occurred in a primipara of 33 vears who had been under chservattion for 


two months on account of leakage of the Hquor auimit, 


Labour was spontancous but somewhat hindered in the second stags 
by the cord being looped round the child's neck and, in etieet, shortened 
Thirty-five minutes alter delivery severe post-partum haemorrhage occurred 
Pituitrin (0.5 c.c.) did not have any effect. The complete ovum with blood 
clot was expressed by Crede’s method under anaesthesia. “The 


TeCOVELEY 
of the patient was uneventful. The placenta was found to have the shape 
of a horse shoe. ‘The umbilical cord was eccentrically 


inserted, being 
near to the lower and left border of the placenta. The 


vessels radtated 
from the umbilical cord, and their terminal branches didi not anastamose. 
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Placenta praevia fenestrata, a form of annular placenta. 

Siedentopf describes a placenta pracvia fenestrata, Placenta zonata is 
the term given to a placenta which surrounds the ovuin, leaving an upper 
and lower pole of membranes covering the ovum. Such placentae are 
normally found in carnivora, but are seldom found in human ova. 

Zonal formation can be due to various causes. Sehatz distinguishes 
two varieties, namely, placenta pseudo-zonalis humanis externa and 
placenta pseudo-zonalis humanis interna; in the first there is no vascular 
anastamosis of the placental arteries, and in the second the placental 
tissue may be interrupted but the vessels anastamose to form a complete 
ring. In the true zonal placenta of carnivora there is a complete vascular 
rine. Schiffmann has described a case with an open vaseular ring and 
a closed placental tissue ring. This he ascribes to the formation of two 
separate placental units which subsequently join, and he calls this a 
placenta bidiscoidalis annularis; this variety oceurs normally in some 
monkeys and in the guinea-pig. 

Fraenkel and Granzow described a similar case in 1926. In their case 
the vascular ring was open and the placental ring closed with scar tissue. 
They ascribed the condition in their case to a preceding endometritis which 
made placentation impossible in the fundus. The formation of the placenta 
occurred in the most favourable part of the uterine wall, below the fundus. 

The writer’s patient had a full-time child, which was delivered 
normally, in 1923, followed by two abortions at the third month. 

The lie of the foetus was persistently transverse during the fourth 
pregnancy. A cause could not be found. The pelvis was normal on X-ray 
examination. The onset of labour was followed by spontaneous cephalic 
rectification ; the head remained high for a long time, but labour ended 
normally without any noticeable bleeding. The child was unexpectedly 
stillborn. ‘The third stage ended spontaneously and was not associated 
with bleeding. 

The placental ring was complete but irregular in depth, the greatest 
width being 16 centimetres and the narrowest cight centimetres. An 
infarct, the size of a five-mark piece, was found at one side, and from this 
spot some Jarge vessels, showing signs of degeneration, extended. The 
placenta had, therefore, originally had a completely vascular ring which 
had later undergone some degree of interruption, thus coming into Schatz’s 
first group. 

The umbilical cord was inserted two centiunetres from the lower border ; 
most of the vessels from the placenta circled through the placenta, but a 
few large ones ran over the lower membranous pole below it; one of these 
was torn and bleeding, thus explaining the catastrophe of a blanched and 
moribund child apart from the pressure of the head on the umbilical cord. 
The arrangement of the vessels appears to point to the formation of a 
placenta praevia, with subsequent degeneration of the chorionic villi over 
the lower pole from an insufficient maternal blood supply ; the blood-vessels, 
however, remained, 

The lessening of the width of the placenta at two points exactly opposite 
each other pointed towards a placenta bidiscoidalis of Schitfmann. 

The writer considers this case to be one of central placenta praevia with 
subsequent degeneration of the least nourished portion of the chorionic 
villi, ic. at the lower pole. 
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A case of injury to the bladder, ureter and uterus in operative abortion. 

Miller describes a case of operative abortion, which took the patient’s 
family doctor three hours to perform without anaesthesia. The family 
doctor sent her to hospital for sudden bleeding and collapse. The patient 
was in extremis. At laparotomy both the ovaries and the round ligaments 
were found to be torn from their uterine attachments; there was a large 
rent in the uterus on the right side and a complete detachment of the 
uterus from the posterior vesical wall; the urethra was torn away from 
the back of the syinphysis pubis. There was a tear in the right ureter 
and another tear in the posterior surface of the bladder. The uterine 
vessels were secured, the uterus was removed, the rents in the bladder and 
ureters were closed. The peritoncum was sutured over the damaged 
area, 

The patient made a complete recovery, and earns her living as a trained 
nurse without disability as a result of her mishap. 


A case of primary abdominal pregnancy, 

Hasselblatt describes the case of a patient aged 24 vears who, two and 
a half years previously, had had an abortion; she had not had any children. 
On October 15, 1930, she was operated on for a right-sided intra-ligamentous 
ovarian cyst; the ovary, the Fallopian tube and the appendix were removed 
Her recovery was satisfactory and she menstruated on October 23rd and 
November 15th. 

Early in 1931 she became pregnant, and the pregnancy proceeded without 
any abnormality until, on April oth, she scalded herself and was brought 
to the hospital by motor car. On the way she had sudden abdominal 
pain and fainted. On arrival her condition was so bad that she was 
admitted. She was transferred to the surgical side of the Maria Kranken- 
haus ina very serious condition, the diagnosis of a severe intra-abdominal 
haemorrhage having been made. Laparotomy was immediately under- 
taken. The left Fallopian tube was patent and normal, the uterus was 
as large as it is at the fourth month of pregnancy; a foetus, measuring 
28 centimetres in length, was lving in the abdominal cavity connected by 
the wmnbilical cord to the placenta, which was attached to the posterior 
surface of the uterus and the floor of Douglas’s pouch. The scar in the 
right broad ligament was ruptured and a freely bleeding cavity was 
exposed. The cord was divided and the foetus, which was still alive, 
was removed. It died subsequently. 

Supravaginal hysterectomy was performed in order to stop the bleeding 
from the posterior surface of the uterus at the site of the attachment of the 
placenta. The patient’s condition was very bad and she died two hours 
later. The left Fallopian tube, which was macroscopically normal, was 
not removed. 

To exclude the possibility of a primary pregnaney in the intra-uterine 
part of the right Fallopian tube, which was said to have been removed, 


.S 
serial sections of the right uterine cornu were cut; they demonstrated 
clearly that the lumen had been closed and that the cornu was not the 
site of the pregnancy, 


The writer therefore considers that this case fultils Vettz's three postu- 
lates: (1) that the foetus shall be alive at the time of operation; (2) it 
shall be in living continuity with the placenta; and (3) the Fallopian tubes 
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and ovaries shall be free and in no way connected with the attachment cf 
the ovum. 


Strassmann's plastic operation upon the uterus followed by childbirth. 

Hannes reports a case of uterus bicornis bilocwaris and vagina subsepta 
which he operated on by Strassmann’s method in the summer of 1930. 
In December of the same year she became pregnant. The pregnancy 
continued without abnormality and terminated in spontaneous delivery at 
term in September 1931. 

The abnormality was discovered when this patient was admitted for 
severe bleeding from the lacerated vaginal septum. Bleeding was arrested 
by underpinning and treatment of the septa undertaken in two stages at 
a later date. 

The patient was next seen when she was six months pregnant. She 
was then advised to come into hospital for delivery because of the risk of 
rupture of the recent scar. Labour lasted nine and a quarter hours and 
ended with the delivery of a live female child which presented by the 
breech ; it weighed 2,780 grammes. 


A resolution of the Bavarian Society of Obstetrics and the Bavarian Society of 

Radiology. 

At a conjoined meeting held on February 6th and 7th, 1932, in Munich 
the question of damage to germ cells by X-rays or radium was discussed. 
The conclusiotis reached by the Societies of Eugenics and Racial Hygiene 
on September 17th and 18th, 1931, were based upon experiments carried 
out with insects and plants. Such results cannot be compared with the 
results obtained in human beings. The Bavarian work on mammals and 
human beings does not support these findings. 


Newer indications for calcium in gynaecology. 

Wolser advises the use of calcium in endometritis and metritis.In about 
a fifth of 300 cases good results were obtained with intramuscular injection 
of calcium in the gluteal muscles every other day during the intermenstrual 
period. Ten injections of calcium sandoz were given. 

Menstruation became normal after two or three series of injections in 
cases of metrorrhagia and menorrhagia, after unsatisfactory curettings 
even when the disease was of long standing. Good results have been 
obtained with intramuscular calcium, given each second or third day in a 
dose of 10 cubic centimetres, in vomiting of pregnancy. 


Ligature of uterine vessels for post-partum haemorrhage after placenta praevia. 
Kerwen says that haemorrhage following vaginal delivery in cases of 
placenta praevia can be controlled by ligature of the uterine vessels by 
underpinning the vessels through the lateral vaginal fornix. The bladder 
is held out of the way with a speculum. The anterior and_ posterior 
cervical lips are held by volsellum forceps and then pulled forcibly down 
and to the left. With this traction the bleeding is temporarily lessened. 
A large round-bodied needle with thick catgut is passed deeply into the 
parametrium where the vaginal wall reaches the cervix, the point of the 
needle is turned inwards towards the uterus and comes out again threc 
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centimetres from its point of entry. ‘The ligature is tied and the pro- 
cedure repeated on the opposite side. ‘The operation occupies only a few 
minutes, does not damage the vaginal wall, and completely controls the 
bleeding. 

The writer first tried this procedure under conditions of great urgency 
in March, 1925; since then he has used it in six other cases with satis- 
factory results. e 

He points out the following advantages :— 

1. The instruments required are few. 

2. The results are certain and manipulation, with the consequent risk 
of sepsis, is avoided. 

3. It can be used in general practice. 

4. It might be used as a prophylactic in placenta praevia before delivery. 
He has had no experience of its use as a preventive of haemorrhage, but 
the high position of the presenting part should make it easy to carry out. 

5. The danger of the method is the risk of catching the ureter. This 
is possible, but it should not occur if the technique described is carried 
out carefully. If a prick of the ureter did occur, removal of the ligature 
immediately after discovery would give a chance of healing before renal 
damage resulted. 

The writer points out that this method is not new, for Harold Miller, 
of Pittsburg, described 11 cases, in which it was used, in 1gog. 


A safe means of arresting haemorrhage not involving danger to life. 

Frank briefly refers to the alarming cases of uterine haemorrhage 
characterized by want of uterine tone and a widely open lower seginent 
through which the blood escapes in a steady stream, noting particularly 
uterine atony, bleeding from a placental site in the lower uterine segment 
and from a lacerated cervix. His method is to expose the cervix and pull 
it down with volsellum forceps, to underpin any visible bleeding points, 
and then to sew up the external os completely, finishing his procedure 
with a clamp on each parametrium through the vaginal vault and a tight 
vaginal pack of wet gauze. He removes the pack and clamps after 24 
hours and the central cervical stitches after 48 hours. 


Experiments with the Aschheim-Zondek reaction, with special reference to its forensic 
value. 

Hellendall quotes several cases in which the Aschheim-Zondek preg- 
nancy reaction, used to establish the presence or absence of pregnancy, 
Was positive and the patients were subsequently fotind not to have been 
pregnant. In two cases the reaction was used in support of legal 
proceedings. Some of the patients had ovarian tumours with or without 
ascites. After operation the reaction became negative. 

The author points out that the reaction should be used with caution 
in cases in which legal proceedings may follow, and when the clinical 
findings do not support the result of the test. 


Subtotal colpo-perinealkleisis in old women. 

Labhardt draws attention to the unsatisfactory non-operative treatinent 
of procidentia in elderly women. These women are frequently unsuitable 
subjects for extensive operations, but, unless drastic measures are under- 
taken, the prolapse tends to recur, For women who do not desire coitus he 
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employs a method which almost obliterates the vaginal canal. He 
denudes the vaginal wall from the cervix to the introitus and extends 
this denudation to the lateral vaginal walls from the level of the external 
os downwards. He leaves a strip of epithelium along the anterior vaginal 
wall from the fornix to the urethra. Having obtained this extensive raw 
surface he proceeds to obliterate the space by successive layers of mattress 
sutures and thus produces a very large perineal body which reaches to the 
top of the vagina. He performs the operation under local anaesthesia with 
novocain and adrenalin. He has performed the operation 127 times. The 
aves of the patients were between 4o and So years. Three-quarters of the 
patients were widows, and the results were uniformly satisfactory. 

He summarizes the advantages of the operation, stressing its rapidity 
and the avoidance of the necessity of an operation for the cystocoele with 
its attendant danger and discomfort to the patient. 


A case of ovarian pregnancy with a living child. 

Lau gives the history of a patient aged 30 years who was examined 
under an anaesthetic at the filth month of pregnancy on account of 
recurrent pain on the left side of the lower abdomen. <A_ left-sided 
abdominal tumour was found. At this examination the enlarged 
uterus could be felt, pushed over to the right side; the tumour, 
on the left, appeared to be connected with it. A provisional diagnosis of 
eXtra-uterine pregnancy was made and the patient was instructed to come 
to hospital at once if the pain recurred, The patient was again examined 
a month before term, and was finally admitted, at term, with severe 
abdominal pain. She worked regularly until she was six months pregnant. 

On her admission it was decided to perform Caesarean section. When 
the abdomen was opened a sac containing the ovum and connected to the 
cornu of the uterus by the ovarian Hgament was found. The other ovary, 
both Ballopian tubes, and the uterus were normal, The foetus and placenta 
were removed. ‘The child was a male; it weighed six pounds and measured 
so centimetres ; it was born slightly asphyxiated but soon recovered. The 
patient made an uninterrupted recovery and went home with her child on 
the twenty-first day alter operation. 


Two cases of ruptured uterus, 


Sztchlo describes two cases of uterine rupture which were adinitted 
to the Maternity Hospital in) Buda-Pest. The first case was one of a 
patient who had five children. She was sent to the hospital by an outside 
midwife. The previous labours and puerperia were normal. During the 
sixth labour there had been some difficulty in defining the presenting part. 
and for this reason the midwife called in medical help after labour had 
continucd ning and a half hours. ‘The doctor gave the patient a dose cf 
one cubic centimetre of pituitrin at half-hourly intervals, thinking that 
the presentation was a breech. 

The presenting part did not advance and the patient was sent into 
hospital in a state of collapse. Laparotomy was performed ; a dead foetus 
was extracted and the uterus was removed. ‘The patient’s condition 


remained very bad after the operation, md she dicd on the filth day alter 
admission, 
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The second patient was pregnant for the third time; she had lost her 
first child during a difficult labour; the second child was delivered after 
craniotomy. The Wassermann reaction was positive. She was admitted 
to hospital on account of pelvic contraction and the previous obstetric 
history. 

After labour had lasted for 10 and a half hours the cervix was [out 
fingers dilated; the head was engaged in the pelvis. The patient was 
given an injection of one cubic centimetre of thymophysin. This dose 
was repeated one hour later. After the second injection of thymophysin a 
very strong uterine contraction occurred which caused the uterus to 
rupture. Laparotomy was immediately performed. The head of the child 
was deep in the pelvis and one arm was projecting through the tear in the 
uterus. The presenting part was extracted through the tear with some 
difficulty because it was so firmly fixed. After the child had been delivered 
the uterus was removed. The patient made a good recovery and left 
hospital on the fourteenth day with a well-healed wound. 

The first uterus was normal, with a recent tear; there was a recent tear 
in the second uterus and a suggestion of a previous scar as if there had 
been a laceration of the lower uterine segment during the previous difficult 
labours. 

The writer considers that in each case the intramuscular injection was 
a contributory cause supervening on a failure of the presenting part to 
engage in one case, and on an old uterine scar in the other. He strongly 
deprecates the use of pituitrin or thymophysin during the first stage cf 
labour and when the presenting part is not low in the pelvic cavity. 


R. H. B. Adamson. 
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Vrostigmin used prophylactically alter gynaecological operations. 
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Errors made in the diagnosis of extra-uterine pregnancy. $. Sztehlo. 
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A simple method for accurately measuring the sugar content of the urine. 
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Syphilis and pregnancy. 

It has been considered that the Wassermann reaction was of relatively 
little value because of the unspecific reaction said to occur in 10 per cent 
of pregnant women. Spiegler is satisfied that if both the Wassermann 
and the Meinicke tests are carried out in either the recto-placental blood 
or that taken from a vein, the error in diagnosis will not be greater than 
0.45 per cent. In his opinion the routine examination of the blood of all 
pregnant women and the energetic treatment of infected patients has led to 
a lowering of the incidence of syphilis in his clinic from 7.3 per cent in 1925 
to 3.3 per cent in 1929; a figure which he considers to be still too high. 
The Wassermann reaction of the blood from the umbilical vein is no sure 
guide whether the infant is syphilitic or otherwise. Unless the mother 
is treated during pregnancy the infant will suffer. It is also important 
to remember that syphilis may remain latent in a woman and be lighted 
up by pregnancy, in which case it is almost impossible for the foetus to 
escape infection, The author has records of cases in which the Wassermann 
reaction was negative during pregnancy and became positive during the 
puerperium, Three recommendations are made: (1) Every woman should 
have her blood tested during pregnancy, and in the event of refusal the 
retro-placental blood should be tested; (2) all women who have ever 
suffered from syphilis should be treated during pregnancy, although the 
Wassermann reaction is negative; (3) the children of syphilitic mothers 
who are not treated during pregnancy must be given anti-syphilitic treat- 
ment so soon as possible after birth. 


Experiences with children of syphilitic parents. 


Spitzer is convinced that the accepted teaching concerning the offspring 
of syphilitic parents is grossly misleading. During an experience lasting 


over 30 years 702 married couples have come under his observation. He 
had previously treated one or both partners for syphilis. Of these he gives 
details of 158 couples of which he has complete records. The youngest 
child in the series was to years old. One third of the patients were treated 
before the introduction of salvarsan, the treatment lasting for three years 
before the patient was allowed to marry. The author is emphatically of 
the opinion that syphilis may remain latent for many vears and that while 
it may be possible for a recently infected man, who is energetically treated, 
to become the father of a healthy child it is impossible, in his experience, 
for a woman who becomes infected during pregnancy ever to bring forth 
a healthy infant. In evidence of this, the following history is quoted. 
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A mechanic married a healthy woman in igio, after undergoing anti- 
syphilitic treatment for three years. Three years later a female child was 
born which two months later suffered from rhinitis, keratitis, palmar and 
plantar syphilis. This child, now a young woman aged 20 years, is com- 
pletely blind and has other luetic stigmata. A year later the mother became 
deaf. Both parents were treated intensively with mercury, salvarsan, and 
later with neo-salvarsan. Four other children were born to them, the 
youngest now being 10 years old; all of them are syphilitic and not one 
of the five was able to attend the ordinary school. The mother has beea 
for years a faded, prematurely aged woman, whose Wassermann reaction 
is always negative. The father is a healthy, vigorous man, whose Wasser- 
mann reaction is sometimes positive and sometimes negative. On the 
other hand, a man infected in 1902 was treated for three years. He did 
not marry until 1912 and is now the father of three healthy children. Of 
the 158 marriages 78, or 49 per cent, were childless. Nine of these men 
became married again to healthy women, but remained childless. Of the 
women, 12 married again, and six remained barren. ‘To the remaining 
So pairs only 117 children were born in spite of the fact that only one 
couple practised birth control because a defective child had been born to 
them. 

Sixteen, or 20 per cent, of these pairs, who were apparently cured, as 
the Wasserinann reaction of both the blood and cerebro-spinal fluid were 
negative, gave birth to children all of whom were obviously syphilitic by 
the end of the first week of life. Four of the men and three of the women 
later suffered from paralysis and tabes. To the remaining 64 couples 101 
children were born, of whom three are particularly well developed and 
highly intelligent. The condition of the other 98 children, the eldest being 
24 and the youngest 11 years old, cannot be described as favourable. Sixty- 
one (40 boys and 21 girls) are bad scholars and, in spite of being brought 
up in favourable surroundings, are unable to attend school. Of the remain- 
ing 37, 11 appear to be normal, healthy, and successful; seven are weak- 
minded and masturbate excessively ; two stutter badly; three suffer from 
club-feet and four from epilepsy; two are so bad-tempered that they are 
not permitted to go to school; and four are badly developed and unfitted 
for any work. 

The author is therefore strongly of opinion that no man or woman 
who has ever suffered from syphilis should be permitted to have children, 
and lays down four rules : (1) Advice should be given against the marriage 
of a healthy to a syphilitic partner and, in any case, children should be 
forbidden; (2) marriage between two infected partners should be permitted, 
but children should be forbidden; (3) it is possible for an infected man to 
be cured and to be the father of healthy children; (4) it is impossible for 
a woman who has given birth to a luetic child ever to bear a healthy child. 
Children are best prevented by operative means, and if the husband is 
the infected partner, vasectomy should be performed. 


The advantages of feeding bottles fitted with ‘‘Natura-teats.”’ 
Junkers-Kutnewsky describes a teat for a baby’s bottle, shaped like 

the human nipple and possessing, instead of one large opening, a number 

of small ones. It is claimed for this teat that it prevents the infant 





432 Journal of Obstetrics and Gynaecology 
obtaining the milk too rapidly, and ensures vigorous sucking, so that, 
if and when it is put back to the breast it will be capable of emptying it 
cficiently. 


The rapid diagnosis of pregnancy from the urine. 

Stricker considers that the Aschheim-Zondek test for pregnancy, while 
being reliable, suffers from the great disadvantage that it requires from 
go to 100 hours, at the end of which time it may be necessary to cut 
serial sections of the ovaries. The author, using a modification of Fried- 
man’s method, injects 10 cm. of urine into the vein of a rabbit’s ear. 
At the end of 24 hours the belly is opened and the ovaries are examined 
for follicular haemorrhages, of which there may be from one to ten if the 
test is positive. It is claimed that the results so obtained in 24 hours are 
as accurate as by the original Aschheim-Zondek reaction. 


Further experience with the vesiculae-seminalis reaction in the diagnosis of pregnancy 
from the urine. 

Kraus injects three or four male mice, not weighing less than six, or 
more than nine grammes, subcutaneously with doses of 0.3, 0.4, and 0.5 
cubic centimetres of the morning urine of the woman, according to 
Aschheim’s and Zondck’s technique. One mouse is not inoculated and serves 
as a control, The animals are killed 72 hours after the first injection, and 
the testes are rapidly removed and dropped into a solution containing from 
So to go per cent of alcohol, After two or three minutes the vesiculae 
seminales become obvious and if they are double the normal size or larger, 
as measured by the control animal, the test is positive. It is claimed that 
the test is as accurate as the others, takes 24 hours less than the Zondek- 
Aschheim test, and is cconomical in that it uses the male mice, which 
would otherwise serve no purpose. 


Syphilis and pregnancy, 

Wingen found that, following the routine performance of the Wasser- 
mann reaction in all pregnant women, the incidence of syphilis in the 
clinic fell from six or seven per cent in igig to five per cent in 1922, and 
to two per cent in 1930. “The Wassermann reaction of the recto-placental 


blood of 3,920 healthy pregnant women was negative in g7.75 per cent of 


the cases. The Meinicke reaction was negative in o8.88 per cent of the 
cases, While the Kahn test was still more accurate. The author is con- 
fident that, if both the Wassermann and the Meinicke tests or the Wasser- 
mann and the Kahn tests are made on the serum from pregnant women, 
the number of positive results due to a non-syphilitic reaction will not 
exceed 0.5 per cent. 


The advantages and dangers of the use of injections of paste for the interruption 
of pregnancy. 

Sellheim, attracted by the case and advantages of the paste-injection 
method of terminating pregnancy used it with satisfaction and success 
In his first So cases \ death then occurred for which no satisfactory 
cause could be found. This woman had bled slightly before the paste 
was introduced, and it was consequently decided never to use the method 
on a woman who had suffered from haemorrhage. The difficulty of the 
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method Jay in being sure that the uterine contents had been completely 
expelled as it was difficult to differentiate between the paste, which sticks 
to the‘ uterine walls, and foetal membranes. After referring to several 
papers in favour of the method the author collects references to deaths 
which are known to have followed the injection of one of the pastes. The 
post-mortem reports attributed the deaths to: (1) Air embolism; (2) fat 
embolisin; (3) rupture of the uterus during injection; (4) unknown causes. 
It was clear that the first three causes might be prevented with care and 
forethought. The unknown causes presented the difficulty. He has con- 
vinced himself, by experiments, that the pastes in tise were very tonic 
and that they were capable of entering the blood-stream through the 
placental circulation. The urgent need was to discover a paste that was 
non-toxic and yet effective. 


The iron metabolism of infants. 

Beck found that the loss of iron by premature infants, as shown by 
the fall in the number of red blood-corpuscles and the percentage of haema- 
globin in the blood, was great and reached its maximum between the 
thirtieth and fortieth days of life. The loss was not affected by the 
exhibition of iron alone or with calcium, but when o.29 er. of iron was given 
with a vitamin C. (e.g, lemon juice) daily, the blood-count improved and 
the percentage of haemoglobin increased. The author considers that the 
effects of vitamin C on the iron metabolism are worthy of further study. 


The significance of sugar in the urine during pregnancy. 

Nolle is of opinion that, since it has become fashionable to test the urine 
of pregnant women for albumin, the test for sugar has been less frequently 
performed, All reducing agents are reduced by several drugs and the 
polarimeter is valuless, as milk and grape juice are beth dextro-rotatory. 
The yeast method alone is valuable, and the old simple apparatus is best. 
During the first three months of pregnancy diabetes is a very serious 
complication, but alter the filth month the foetal pancreas supplies the 
mother with insulin. The dangers associated with a diabetic pregnancy 
are: (1) Acidosis; (2) death of the foetus in utero; (3) excessive weight 
of the foetus; (4) hydramnios; (5) lowered resistance to infection; (6) an 
increased tendency to haemorrhage. The author believes that it is justi- 
fiable to terminate the pregnancy during the first three months if diabetes 
is diagnosed, but not after the filth month. 


Malarial infection of the placenta, congenital malaria and inoculated malaria. 

Thonnard-Newmann has found malarial parasites in the spleen, liver 
and bone-marrow, at autopsy, of patients who have been treated for 
paralysis by malarial therapy, and raises the question whether the quinine 
merely drives the plasmodia out of the peripheral circulation into the deepet 
tissues. Parasites can often be found in the placentae of women whose 
peripheral blood is free, and undoubted cases of congenital malaria have 
been reported, the author adding a case. He wonders whether, in view 
of the dangers of latent malaria, it is not time to consider whether the 
treatment of diseases of the central nervous system by malarial inoculation 
can be justified. 

G, W. Theobald, 
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Annali di Ostetricia e Ginecologia. 


*Serum research with graduated Zeiss photometer according to Tange- 
meister’s method. Dallera. 

*Experimental research on trans-placental transmission of tubercular 
ultra-virus. | Migliavacca. 

Maternal function in young primiparac; the characteristics of their 
offspring.—Larini and Giannuzzi. 

*Spinal anaesthesia with novocain in gyneacology. ‘Tagliaferro. 


Serum research with the graduated Zeiss photometer according to Langemeister's 
method. 

Dallera discusses the reactions of the maternal and foetal serum, recently 
published by Langemeister, who intépreted them as due to an inherent 
immunizing action of pregnancy. 

After a minute description of the: Zeiss photometer requisite for the 
investigation, Dallera gives the results of 86 tests in which 32 were positive 
to Langemcister’s reaction. The scientific importance of the reaction 
cannot be denied, but its practical value in determining specific relations 
between parents of newly born children is doubtful. 


Experimental research on trans-placental transmission of tubercular ultra-virus. 

The trans-placental passage of tubercular virus has recently been 
studied more by clinical observation than experimental research. Some 
deny the existence of a tubercular filter-passing virus. Calmette and others 
hold that placental transmission may lead to (1) a rapidly fatal tubercu- 
losis, differing from the classical nodular type (Arloing calculates that 
lour per cent to seven per cent of sudden deaths in newly born children 
are from this cause); or (2) to slow cachexia; or (3) to a latent form of 
tuberculosis which remains localized for many years in the lymphatic 
elands. It may give rise to pulmonary tuberculosis in late childhood or 
even in adult life. 

Migliavacea calls attention to the difficulties of investigating the problem 
and then gives the results of his experiments on animals. He carefully 
studied the bacteriological effects of maternal inoculation on foetal 
Ivmphatic and connective tissue and found that extensive perivascular 
changes occurred, revealing the presence of acid-resisting granules and 
an unusual form of short, truncated bacilli. He cannot as yet, affirm that 
these acid-resisting granules may be susceptible of further evolution, or 
that Koch’s bacillus is a further stage in their development. 


Spinal anaesthesia with novocain in gynaecology. 

Tagliaferro reviews the indications for spinal anaesthesia and its results, 
as recorded in literature, since its adoption in gynaecological and surgical 
treatinent. He attributes most of its risks and disadvantages to defects 
in technique or to an unwise choice of patients. 

In 151 cases in which he operated, 131 were successful; in five 
the anaesthesia was too slow and the operation was finished under general 
anaesthesia, In 15 cases it failed. 

In the first 195 cases he gave an injection of scopolamine one hour 
and a half before operation, but he substituted morphine and atropine for 
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the scopolamine in the last 45 cases. He attributes uneasiness during 
the operation and pallor and prostration after it to the action of scopola- 
mine. All his failures came in the first series of cases. 

Some of his patients complained of headache after the operation, but 
this did not last long and never occurred in patients treated by endovenous 
injection of urotropine for post-operative retention of urine. Two patients 
developed bronchitis, and one a brief respiratory paralysis which was soon 
cured. In one patient a transitory paralysis of the abducens nerve occurred. 
He records one case which ended fatally from vasomotor paralysis. The 
patient was suffering from incurable carcinoma with metastases in the 
sacrum and liver, three years after removal of the right breast. 

Spinal anaesthesia is recommended as a cure for paralytic and spastic 
ileus. Tagliaferro reports the cure of one case of spastic ileus by this 
means. 

Since publishing this account he has operated on 36 other patients with 
perfect success. The preparation for the operation was the same in all 
these—-an injection of morphine and atropine, followed “by one of caffein 
and strychnine immediately before operation. Novocain with adrenalin 
(Meister Lucius) was the anaesthetic used in all the cases. 


J. HW. bilshill, 


Acta Obstetrica et Gynecologica Scandinavica. 
Vol. xii, Fase. 1, 1931. 

*T'wo cases of full-time extra-uterine pregnancy. O. Grone. 

*A case of papillary, pseudomucinous ovarian cyst with metastasis in the 
spleen. R. Brandberg. 

*Acute haemorrhage endangering the life of a patient in a case of cervical 
myoma. S$. von Wachenfeldt. 

*EKclampsia or salvarsan poisoning? Three deaths of doubtful origin. 
S. Glason. 


Two cases of full-time extra-uterine pregnancy. 

Gréne refers to the rarity of extra-uterine pregnancy being carried to 
term and reports that in the course of a year and a half two such cases 
occurred in the maternity department of the Algemeines Krankenhaus at 
Malmé. The first patient, aged 27 years, had previously had a full-time 
child: during the present pregnancy she did not notice any abnormality 
until near term, when she suddenly had a severe abdominal pain; after 
this she no longer felt foetal movements. After this the abdomen de- 
creased in size. She was sent into hospital because labour did not begin. 

On admission the apparently dead foetus seemed to be separate from 
the uterus, which was pushed to cne side. ‘This supposition was confirmed 
on passing a uterine sound. With the sound in position a very instructive 
X-ray picture was obtained. At the operation attempted removal of the 
sac alone led to severe bleeding from its attachment to the sigmoid flexure. 
Supravaginal hysterectomy was performed after the removal of the 
gestation sac, which was intraligamentous. 

The foetus was macerated; it weighed 4,ogo grammes and measured 55 
centimetres. The removed left Fallopian tube had a continuous lumen 


N 
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with an expanded fimbriated end; decidual formation was present and in 
close contact with ovarian tissue. 

The second patient, aged 32 years, had had two previous normal con- 
finements. She had previously been operated on for left tubal pregnancy 
and for acute appendicitis. During the present pregnancy she experienced 
more malaise than usual without any definite abdominal symptoms. She 
was admitted as a normal case to hospital in Simrishamn, and at that time 
the foetal heart could be plainly heard. Two days later the foetal heart 
sounds stopped and attempts were made to initiate labour pains without 
result. She was transferred to Malmé. A tumour was pushing the left 
fornix down and the cervix was drawn up high to its right. Since extra- 
uterine pregnancy was suspected an X-ray examination was made with 
a sound in the uterus. 

At operation omental and intestinal adhesions were divided and the 
damaged gut sutured, The uterus was extirpated because of the difficulty 
of separation. The child was macerated; it weighed 3,100 grammes and 
measured 55 centimetres. The specimen consisted of a right intraliga- 
mentous pregnancy. The Fallopian tube appeared intact but the right 
ovary could not be recognized apart from the sac. This pregnancy was 
thought to have been an intrafollicular ovarian pregnancy. The first case 
Was thought to be a tubo-ovarian or fimbrial pregnancy. The writer points 
out that both foetts were dead before adinission, and he gives it as his 
opinion that if the diagnosis had been made sooner death of the foetus 
would not have preceded operation. 


A case of papillary pseudomucinous ovarian cyst with metastasis in the spleen. 

Brandberg describes a case of bilateral papillary pseudomucinous 
ovarian cyst. At the first operation in January, 189g, the cyst had burst, 
and although the wound healed well she remained languid and below par 
until the second operation in January, 1goo, when the second cyst was 
removed unruptured. At this operation myxomatous masses were found 
round the pedicle of the previously removed cyst. She was kept under 
observation and examined in October, 1900. She was quite well in 1907 
when no abnormality was found. She remained well for 23 vears but in 
December, 1923, resistance on the right of the upper abdomen was found. 
In October, 1925, splenectomy was performed for a very large spleen, which 
was adherent to the liver, diaphragm and surrounding peritoneum. 
Recovery was uneventful without further abdominal trouble. In 1929 she 
became bedridden following a hemiplegia. In 1931 she was getting about 
and was very well. The spleen contaitied multiple cysts surrounded by a 
capsule of normal splenic tissue. The cvsts were filled with a grevish- 
white gelatinous semi-solid substance. The trabecular reticulum between 
the eysts did not contain splenic tissue. The metastasis appears to have 
resulted from implantation at the splenic hilus. The writer refers fully 
to a case of Schultze-Heubach in which an enlarged cystic spleen was 
removed 25 vears after the removal of the cystic ovaries. He knows of only 
one other similar case in the literature. 


Acute haemorrhage endangering the life of a patient in a case of cervical myoma. 
Von Wachenfeldt describes the case of a young woman, aged 21 years, 

whose menstrual function had previously been normal, Suddenly she had 

a severe genital haemorrhage without any exciting cause. The bleeding 
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was so severe and alarming that the patient went to hospital at once. On 
her arrival, after the onset of the haemorrhage, she was in a blanched and 
fainting condition; her clothing and the stretcher were soaked with blood 
and she appeared moribund. Her condition improved with stimulants. 
On examination a ‘tumour could be felt filling the pelvis and rising into 
the abdomen. The cervix was two fingers dilated and blood was coming 
through it freely. The cervix was tightly packed and the bleeding stopped 
but recurred when the packing was removed next day. Laparotomy was 
therefore performed and the tumour, which was a central cervical myoma 
was removed, The patient made a complete recovery. 

The writer reviews two similar cases published by B. Whitehouse and 
G. Frommolt, in both of which the bleeding came from ruptured veins 
on the surface of the capsule of the tumour near the os uteri. In the 
author’s case the tumour was enucleated by a circular incision round the 
cervix, the lower part of the capsule being left in position. For this reason 
he was unable to verify his supposition that the bleeding arose in a similar 
way. 


Eclampsia or salvarsan poisoning? Three deaths of doubtiul origin. 

Glason reports three cases in) which pregnant patients died with 
cclamptic symptoms shortly after an intravenous injection of salvarsan. 
He points out that the cerebro-spinal form of salvarsan poisoning is not 
only clinically but also anatomically so like eclampsia that the differential 
diagnosis is almost impossible. The writer discusses whether the risk 
of antisyphilitic treatment is greater in pregnancy. He thinks that the 
risk is increased and consequently advises extreme caution in the treat- 
ment of pregnant women with salvarsan. 

H. B. Adamson. 


The Japanese Journal of Obstetrics and Gynecology. 


Vol. xiv, No. 6, December, 1931. 

Blood groups in obstetrics and gynaecology. Part 1V. ‘The effect of 
homospecific and heterospecifie pregnancies upon the mother and the 
foetus. M. Oku. 

*Local anaesthesia for uterine operations. J. ‘Toyoshiima. 

Cystic kidney and uleus ventriculi complicating pregnaney with special 
reference to the relation between the renal function and the round peptic 
ulcer. M. Ikeda. 

Weil’s disease complicating pregnancy. M. Oku. 

“The effects of bacterial toxins on the blood-vessels of human placenta. 
kK. Ueda. 

The effect of medicaments on the fatigue of uterine muscle. Part I. On 
the uterus of the rabbit. HH. Morimoto. 


An investigation of the placental ferments in various stages of pregnaney. 
M. Abe. 

“An experimental investigation of hormonal sterility ; with special reference 

to the effect of the suprarenal gland upon the genital function. Part I. 

On the morphological change of the female genitals caused by the 

functional disturbance of the suprarenal gland. Part I], On the effect 
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of the blood-serum of the rabbit, whose suprarenal glands had been dis- 
disturbed, upon the vitality of spermatozoa and fertility. Part III. 
Pharmacological investigation upon the uterine movement in situ of 
the rabbit which is disturbed in the suprarenal function. J. Ogawa. 
The endocrine glands and the surface tension of blood-serum. J. Ogawa. 


Local anaesthesia for uterine operations. 


Toyoshima has devised a method of administering local anaesthetics 
for the operations of dilatation and curettage, removal of retained products 
of conception, and for the termination of pregnancy. In association with 
pantopon-scopolamine narcosis he injects a one per cent solution of 
novocain to which two drops of adrenalin have been added, in the follow- 
ing manner: 10 cubic centimetres of the solution are injected into each 
postero-lateral angle of the vaginal vault, the needle being inserted for 
three to five centimetres in an upward and outward direction. Care is 
taken before the injection is commenced to ascertain that blood cannot 
be aspirated, 2.5 cubic centimetres are injected into the anterior and 
posterior cervical lips in the mid-line. Twenty-five cubic centimetres of the 
solution are required for each patient. The operation is begun about five 
minutes after the injections are given. 

The results obtained in 100 consecutive operations are detailed and no 
serious ill effects are recorded. Apparently, complete local. anaesthesia 
is obtained, the tone of the cervical tissue is diminished, making dilatation 
easy, and the author states that haemorrhage from the body of the uterus 
is considerably lessened. 


The effect of bacterial toxins on the blood-vessels of the human placenta. 

The author, by a series of experiments on the effects of bacterial toxins 
upon the human placenta, proved that the toxins cause a contraction of 
the blood-vessels of the placenta. He suggests that when acute infectious 
diseases complicate pregnancy, the blocd-vessels of the placenta undergo 
a similar contraction which brings about changes in the foetal metabolism. 
He believes that the action of the toxins on the blood-vessels of the placenta, 
in cases of acute infection during pregnancy, is the cause of miscarriage 
and premature labour which so often occur in such cases. 


An experimental investigation of hormonal sterility; with special reference to the 
effect of the suprarenal gland upon the genital function. 


In a long and beautifully illustrated article, which details the author’s 
many experiments upon female rabbits, the relation of the suprarenal 
glands to genital function is discussed. He suggests that all cases of 
sterility without a definite anatomical or pathological cause are due to 
endocrine defect. As a result of this defect secondary changes occur. The 
lymph appears to have a lethal effect upon the spermatozoa, and the defect 
causes peripheral stimulation of the uterine nervous structure and increased 
uterine tone which, in its turn, may prevent the embedding of, or inhibit 
the development of, the fertilized ovum. 


C, D. Read. 
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The Cancer Review. 

The following abstracts are abstracted from The Cancer Review: a 
Journal of Abstracts, by kind permission of the British Empire Cancer 
Campaign. 

Vol. VI, No. g, 1931. 
Three malignant growths in the same patient. 

Y. DELAGENIERE. Bull. Assoc. Frang. tude du Cancer, 1931, 20, 
Ppp. 191-194. 

The paper reports a case in which a breast was removed from a patient 
for carcinoma in 191g and partial gastrectomy was performed for carcinoma 
of the stomach in 1925. Five years later a large mass developed in the 
pelvis with ascites and a pleural effusion. Examination of the pleural 
fluid suggested that the third tumour was a carcinoma of the ovary, but 
operation was refused and the question of recurrence from the original 
gastric growth could not be absolutely excluded. 

C. E. Dukes. 


The alkaline reserve in cases of uterine carcinoma after radiotherapy. 

G. DE CANDIA. L’Actinoter, 1930, 9, pp. 75-93- 

From examinations of the blood of women with uterine carcinoma the 
author finds that following treatment by radium and X-rays there is a 
diminution of alkali content. ‘This diminution is progressive from the 
first to the fifth or sixth day, then it passes off and, after about 14 days, 
the alkali content has returned to normal. Apparently the strength of the 
dose given bears no relation to the degree of this acidosis. 

F. Cavers. 
The blood-sugar in cancer, 

F. A. Pena. Bol. Inst. Med, Iexper., 1930, 7, pp. 1258-1277. 

The author made blood-sugar estimations in 258 patients with cancer, 
and from the results, which are clearly set out in tabular form, he con- 
cludes that: (1) the curve is very similar to the normal curve; (2) it is 
influenced neither by the site of the tumour nor by its histological type; 
(3) it becomes lower in proportion to the stage of progress of the growth 
and as the patient’s general condition becomes worse. 

F. Cavers. 
Chorion-carcinoma of the intestine. 

A. LAPOINTE, A. CAIN and I,. DARFEUIL. dun, d’Anat, Pathol., 1931, 
5, pp. 425-436. 

No trace of the primary carcinoma could be found cither clinically, or 
ol macroscopic or microscopic examination of the uterus. Following an 
abortion at the second month a woman, aged 30, suffered from severe 
menorrhagia for some weeks, and, a little over a month after abortion, she 
died of general peritonitis due to perforation of the bowel through a 
secondary chorion-carcinoma of the ileum. 

W. G. Barnard. 


The influence of pregnancy on the growth of cancer of the rectum. 

H. Katz. Arch. f. Gyndakol., 1930, 143, pp. 150-165. 

In this contribution to the frequently discussed question whether 
pregnancy causes unusually rapid growth of malignant tumours the 
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author gives the histories of three closely followed cases of rectal car- 
cinoma: (1) The growth was diagnosed during the twelfth week of 
pregnancy; radical operation was performed and, later, a live child was 
delivered by Caesarean section. The patient died three months after 
the operation, the tumour having grown rapidly and formed many 
metastases since the Caesarean section. (2) In a woman of 22 in the eighth 
month of pregnancy a rectal tumour had been diagnosed five weeks before 
adinission to hospital. But on admission it was found to be inoperable. 
Caesarean section was performed and the patient died two weeks later. 
Necropsy revealed large metastatic masses filling the pelvis and secondary 
nodules in the lungs. (3) A pregnant woman of 28 had in the fourth 
month noticed rectal symptoms. Caesarean section was performed on 
admission to hospital during the seventh month of pregnancy. She was 
advised to remain in hospital for an operation for the growth, but she 
left hospital in spite of this advice. She returned five months later, when 
the growth was found to be inoperable. A palliative operation was done 
aud the tumour appeared to be of a slow-growing type. Three months 
later she had another pregnancy ; this was terminated in the eighth month ; 
three weeks later death occurred with metastases in the lungs and various 
other organs. 

The author thinks these cases show that pregnancy may stimulate the 
growth of rectal cancer. In Case 3, the second pregnancy had apparently 
caused acceleration of growth in a slow-growing tumour. Among’ the 
possible causes of such stimulating action he mentions the ‘increased 
vascularity of the pelvic tissues during pregnancy. 

F. Cavers. 
Squamous-cell carcinoma in a dermoid cyst of the ovary. 

I. A. DELANEY. Arch. of Pathol., 1931, 12, pp. 144-145. 

Dermoid cysts constitute about 10 per cent of all ovarian tumours ; 
and malignant change, usually carcinoma, is found in about one per 
cent. In 1929, Masson and Ochsenhirt (Surg, Gynecol. and Obstct., 48, 
p. 702) reported three such cysts with squamous-cell carcinoma from the 
Mayo Clinic, bringing the total number found in the available literature 
to 36. The author reports a case in which a woman of 60 died nine months 
after the removal of a large hair-containing dermoid cyst, which when 
emptied weighed 156 grammes. ‘Tissue from the base of the cyst showed 
a gradual transition from normal to malignant stratified epithelium. 

F. Cavers. 
Red myoma of the uterus, without painful or febrile symptoms. 

GG. Corre and 1,. GRANGETTE. Presse Med., 1930, 35, p. 1616. (Soc. Nat. 
de Med, et des Sci, Med, de Lyon), 

The authors exhibited a myoma which had been removed by myo- 
mectomy and showed marked signs of neerobiosis. Clinically the 
development of the tumour had not been accompanied by pain or fever, 
which are regarded as classical symptoms in such cases. 

I. Cavers. 
How cancer starts in the cervix uteri. 

W.P. Graves. New England Journ, of Med., 1y30, 203, pp. 661-667. 

Under this bold and intriguing title the author expounds a simple 
theory of the origin of cervical carcinoma. First comes acute inflammation 
resulting in superficial destruction of the epithelium and the formation 
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of an erosion. Repair begins with downgrowth of the cylindrical glandular 
endocervical epithelium, then the squamous epithelium on the surface of 
the cervix spreads upwards, replacing the columnar endocervical 
epithelium. Should this normal healing process faii or not cecur at all, 
the infective process can penetrate the underlying connective tissue and 
burrow under and irritate the squamous epithelium of the portio; diffuse 
inflammation and hypertrophy of the cervix are set up; this constitutes 
the crucial precancerous state. The basal cells respond to the irritation 
from below by cell growth and division, then the newly formed cells die 
off and the irritation extends to the layer of cells above. The young cells 
of this intermediate layer are said to be very unstable, and when they 
in turn proliferate they do so very rapidly; then the borderline between 
innocence and malignancy is definitely crossed. 


A histological study of four cases of cervical carcinoma occurring during pregnancy, 

G. AppbEssi. Folia Gynecol., 1930, 27, pp. 531-549. 

The author investigated the histology of the tumours in four cases 
in which pregnancy was associated with cancer of the cervix uteri. If the 
diagnosis of cancer of the cervix was made before viability hysterectomy 
was performed, but if the child was viable at the time the diagnosis was 
made hysterectomy was preceded by Caesarean section. The patients’ ages 
were 32, 34, 35, 35, and were respectively in the fourth, sixth, seventh, and 
eighth month. In each case the connective tissue stroma of the tumour 
was very oedematous, and contained cells of decidual appearance, many 
eosinophile cells, polymorphonuclear cells, and a moderately large number 
of giant cells among the ordinary carcinomatous cells. The author considers 
that these features are, taken as a whole, peculiar to carcinoma occurring 
in pregnant women. 

F, Cavers. 
Invasion of the lymphatic nodes in cancer of the uterine cervix. 

M. Teveur. Presse Méd., 1931, 39, p. 721. 

After remarking that, apparently, most French writers believe uterine 
cancer to form an exception to the rule that radical operation should 
include the removal en bloc of the diseased organ and the regional 
lymphatic nodes, the author summarizes his observations on the uterine 
lymphatics. He finds a main drainage system on each side of the cervix, 
leading first to a node, usually solitary, lying in front of the bifurcation 
of the common iliac artery. He has found this node invaded by growth 
in nearly 50 per cent of the cases operated on by him, and he believes 
better results, especially in early cervical cancer, might be obtained by 
routine dissection of the hypogastric sheath, starting from the external 
iliac vein and the cord of the obliterated umbilical artery. 

I. Cavers. 
Metastatic carcinoma of the peritoneum. 

J. Corranorpa and A, Carre. Lyon Chir., 8930, 27, pp. 405-425. 

Out of 12 cases the primary tumour occurred 10 times in the ovary and 
twice in the’stomach. The symptoms included ascites, the presence of a 
tumour, intestinal obstruction and pain. The appearance of these symptoms 
was followed in every case by death within 12 months. Pre-operative 
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diagnosis is usually difficult in these cases, and operation is nearly always 
hopeless, but laparotomy is always indicated, since in some cases an 
operable tumour may be present and its removal may prolong or even save 
life. 
F. Cavers. 
Fibromata of the abdominal wall. 
Vol. VI, No. 10, 1931. 

O. DE ARAVJO. Rev. Brasil. Med. e Pharm., 1930, 6, pp. 219—223. 

Two cases of these tumours are described, in white women aged 36 
and 38. In one the tissue adjacent to the margin of the growth was being 
invaded. The tumours (desmoids) are most frequently found in the recti 
muscles after pregnancy. 

F. Cavers. 


Fibrocarcinoma ventriculi (linitis plastica, leather-bottle stomach) and its relation 
to so-called Krukenberg’s tumour of ovary. 

N. M. Janow. Arch. f. klin. Chir., 1930, 103, pp. 175—198. 

From a histological study of the gastric and ovarian tumours in a case 
coming to necropsy, the author comes to the following conclusions : linitis 
plastica is a form of simple carcinoma which is locally less malignant than 
other forms of gastric carcinoma; Krukenberg tumours of the ovary, which 
often accompany linitis plastica, are derived from the gastric glands about 
the pylorus; cells of the tumour appear to be largely destroyed in the 
Imyphatics, but their products set up proliferation and sclerosis of the 
connective-tissue fibres, both in the stomach and in the ovaries. 


F. Cavers. 


Chorion-epithelioma of the testicle with gynaecomastia and pregnancy (Aschheim- 

Zondek) reaction. 

I,, HerpRECH, E. Ferns and E. Matuias. Bruns’ Beitr. 2. klin. Chir., 
1930, 150, pp. 349-354. (Surgical and Gynaecological Clinics, University, 
Breslau.) 

An interesting case is described in which a chorion-epithelioma was 
removed from the left testis of a man of 35. His breasts were enlarged and 
secreted colostrum. Soon after operation he died with abdominal metas- 
tases. Extracts of the pituitary gland, the prostate, the seminal vesicles, 
the breasts and the abdominal metatases were injected into mice and gave 
a positive Aschheim-Zondek reaction, showing that the increase in the 
production of the hormone of the anterior pituitary lobe is not dependent 
upon the sex of a patient with chorion-cpithelioma. 

F. Cavers. 
Carcinoma of the vulva. 

M. TauscH. Strahlentherapie, 1931, 40, pp. 44-49. 

During the last 20 years 32,415 gynaccological cases were examined in the 
author’s clinic. Of this number 1,199 were cases of carcinoma of the uterus 
and 54 were cases of carcinoma of the vulva.” The history and treatment of 
the latter are dealt with in great detail; 50 were primary vulval tumours and 
four were metastatic. ‘The disease occurs most often in the sixth decade. 
There appeared to be no relation between alterations in ovarian function 
and the development of vulval carcinoma. It was almost impossible in the 
author’s case to show any relation between leukoplakia vulvae and 
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carcinoma vulvae. Pruritus is not an early symptom of carcinoma. In 
eight of the 54 cases there was a family history of carcinoma. In 19 cases 
there was a well-defined solid tumour, in 14 a primary malignant ulcer, and 
in eight the well-known cauliflower tumour. The other nine cases of 
primary carcinoma vulvae all had widespread disease. The disease tends 
to spread widely over the skin and mucous membrane but rarely invades the 
uterus or parametrium. In 25 of the cases there were enlarged glands. In 
11 cases these were excised, and on microscopic examination malignancy was 
found in only eight. Histologically most of the cases were squamous 
carcinomata with many cell nests, a few were small-celled carcinomata and 
one Was an adeno-carcinoma, This applies only to the 50 cases of primary 
carcinoma yvulvae. Of the four metastatic growths three were secondary to 
carcinoma of the uterus and one to carcinoma of the vagina. The squamous 
carcinoma is the most malignant, and the average duration of life from the 
commencement of treatment is less than three years. Of 19 patients treated 
by surgery alone five lived for more than five years, but only one of these 
is still alive; of seven patients treated by surgery and post-operative radia- 
tion two survived for five years and these are still alive and well; of seven 
patients treated by deep X-rays alone, one is alive after five years; five 
patients treated by combined radium and X-rays died in less than five years. 
and one patient treated by radium alone died in less that five years. The 
only conclusion the author draws is that squamous carcinoma of the vulva 
is especially malignant because it has a definite tendency to recur an 
unusually long time after apparent healing by radiation or surgical treat- 
ment. The interval between disappearance and recurrence may be greater 
than 10 years. 
P. J. KERLEY. 


Carcinoma of the vagina treated by radium needles. 

E. Waupstein. Wien. klin. Woch., IQSF, 44; P- 20: 

The tumour was sessile on the posterior vaginal wall and had fixed the 
rectum and extended into the wall of the pelvis. Two treatments were 
given, the first with three necdles containing 6.2 mgrm. of radium element, 
the second with four needles containing 5.1 mgr. without filtration, each 
set being left in for 46 hours. In a few weeks the tumour disappeared, 
leaving a smooth supple scar; recurrence had not taken place at the time 
of reporting, nine months after treatment. 

F. Cavers. 


A statistical study of carcinoma of the uterus. 
A. PFLEIDERER. Strahlentherapie, 1031, 40, pp. 13—-42. 


3 

This paper is a detailed statistical study of 1,554 cases of carcinoma of 
the uterus seen in the Tiibingen clinic between the years 1go2 and 1929. 
The results of treatment in the patients seen between 1902 and 1923 are 
stunmed up. There were 956 cases of carcinoma of the cervix. Of these 
64.3 per cent were operable and 35.7 per cent inoperable when fitst seen. 
Of the total number 186, or 19.4 per cent, were cured. Of the operable 
cases 181, or 29.4 per cent, were temporarily healed, and of the inoperable 
cases five, or 1.4 per cent, healed temporarily. Of the cases treated by 
radical operation without post-operative radiation 29.6 per cent were healed. 
Of all the cases treated by radical operation with or without  post- 


operative radiation 32.7 per cent were healed. The primary operative 





444 Journal of Obstetrics and Gynaecology 


mortality was 19.1 per cent. In cases treated by radical operation alone 
recurrence took place in 59.2 per cent. In cases treated by radical operation 
and post-operative radiation recurrence took place in 52.6 per cent. Of 47 
operable cases treated by radiation alone three, or 6.8 per cent, were cured. 
Of 125 inoperable cases similarly treated three, or 2.4 per cent were cured. 
It must be emphasized that the radiation results were obtained when there 
was no fixed technique and insufficient radium was used. 

In the same period (1902—1923) 216 cases of carcinoma of the body of 
the uterus were treated. Of these 81.4 per cent were operable and 18.6 
per cent inoperable; 85, or 39.3 per cent of the total number, were cured. 
Temporary healing was obtained in none of the inoperable cases and in 
48.3 per cent of the operable cases. Of 137 cases treated by operation alone 
66, or 48.1 per cent, were healed. Of 163 cases treated by operation with 
or without radiation 84, or 51.5 per cent were healed. The primary opera- 
tive mortality was 9.8 per cent. 

Some statistics are given to show the results of pre-operative radiation. 
Judging from these, pre-operative radiation is of value and does not increase 
the difficulties of operation. Pre-operative radium is better than pre- 
operative X-rays. In cases which had apparently been healed by radiation 
active malignant disease was found at operation six to 12 weeks later. In 
16.6 per cent of cases treated by pre-operative radiation malignancy was 
not found at operation. It must again be emphasized that these cases 
had inadequate radiation judged by modern standards. <A distinct improve- 
ment in these results is expected with modern technique. 

Post-operative radiation appeared to be of definite value in delaying 
the onset of recurrence. Full doses are necessary to obtain the best results. 
In cases in which it was impossible to give full doses the results were 
not so good. Inadequate radiation, however, did not hasten the onset of 
recurrence. 

P. J. Ker.ry. 


Vol. VII, No. 1, 1932. 
The treatment of ovarian carcinoma with intraperitoneal injections of radon. 

G. M. ANTONIO and A. Foa. Cancro, 1931, 2, pp. 161—166. (Tumour 
Centre, Turin.) 

The authors used a 10 per cent solution of radon in sterile camphorated 
oil, the radio-activity of each dose used, as measured by the ionometer, 
being four to eight me. These doses were given at intervals of seven to 
15 days. In both cases the patients, aged 45 and 54, had ascites, and biopsy 
of enlarged inguinal glands led to the diagnosis of metastasizing ovarian 
carcinoma, The total dosage in the first case was 32 mc., in the second 
50 me¢., spread over about three months in each case. In both the amount 
of ascitic fluid was reduced and the radon injections well tolerated, but in 
neither was there evidence either of improvement or the reverse, the size 
of the tumour remaining unchanged. 

F. Cavers. 
The results of irradiation treatment of myoma of the uterus based on a study of 318 
cases. 

B. F. SCHREINER. Radiology, 1931, 17, pp. 265—270. 

Opinions differ among gynaecologists and radiologists regarding the best 
course of treatment in very large myomata; gynaecologists hold that a 
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tumour larger in size than a four months’ pregnancy should be operated 
upon ; radiologists hold opposing views. The author adimits the necessity of 
surgical intervention in certain cases, but he points out that in good hands 
the mortality is one to five per cent, while with irradiation there is no loss 
of time and no mortality. The symptoms of myoma are a tumour varying 
from the size of a hazel-nut to that of a seven or eight months’ pregnancy, 
excessive bleeding associated with anaemia, pressure symptoms causing 
urination or constipation, backache and gastro-intestinal disturbances. 
Degenerative changes, profound anaemia, calcification, symptoms of vascu- 
lar disturbance such as torsion, and pregnancy contra-indicate irradiation. 
An erythema dose may cause the death of the foetus and abortion, or the 
child, when born, may be a microcephalic infant. Out of 284 cases, go were 
treated by the insertion of radium and high voltage X-rays; the size of 
the tumour diminished in 71.4 per cent and in 98.9 per cent the bleeding 
ceased ; go cases were treated with radium tubes; the bleeding ceased in 
all the cases, and the size of the tumour was reduced in 89.8 per cent; of 
g6 cases treated by external irradiation (radium packs), or high voltage 
X-rays, the bleeding ceased in 96.5 per cent, and there was a diminution 
in the size of the tumour in 75 per cent of the cases. The author is con- 
vinced that if the gynaecologist, radiologist and physicist worked in 
closer co-operation a more accurate estimate of the value of irradiation 
in the treatment of myomatous tumours would follow. 
P. J; KgREEY. 


The preliminary results of the treatment of carcinoma of the uterus by the Coutard 

X-ray technique. 

R. SCHRGDER. Discussion by Neeff; Gicrrer. Fortschr. a. d. Geb, d. 
Rontgenstr., 1931, 44, pp. 99—102. 

The Coutard method of administering deep X-rays consists in giving 
daily large doses through several fields at double the usual distance. A 
review of the method has already appeared in the Cancer Review. Schroder 
selected a number of patients with recurrence after radium or surgical 
treatinent, and using Coutard’s technique delivered to the pelvis of each 
over three or four fields a daily dose of 200 R. Each field in 30 to 40 days 
received a total dose of 2,000 R. The treatment, if successful, is always 
followed by fairly severe dermatitis with much redness and swelling. An 
actual burn is not produced, and after some time the skin shows nothing 
but pigmentation. Neither metabolic disturbance nor Icucopenia occurred 
in any of the cases. The general condition of most of the patients improved 
and the tumours diminished in size after treatment. Insufficient time has 
elapsed to judge the real value of the treatinent, but Schréder is convinced 
that it will be of great help in cases of carcinoma which have been 
unsuccessfully treated by radium or surgery. The Coutard technique should 
not be employed for the treatment of cachectic patients, because in these 
it appears to lower the resistance, with consequent dissemination of the 
disease. 

In a discussion on this paper Neeff, of Warburg, stated that the Coutard 
technique would be of considerable value inasmuch as it permitted a much 
larger dose to be given without damaging the intestines. One of the great 
disadvantages of the usual methods of applying deep X-rays and radium 
to the pelvis was the low tolerance of the intestines. 
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Gierer, of Wurzburg, stated that, since spring of 1931, he had used the 
Coutard technique in 38 cases of carcinoma of the cervix with excellent 
preliminary results. The tumours diminished in size, and suppuration and 
bleeding ceased. On the other hand, recurrences were observed very early in 
some of the cases, and in a few persistent diarrhoea occurred. In a few of the 
patients the general resistance was so lowered that radium could not be 
employed locally. Perhaps the greatest objections to the Coutard technique 
are the necessity for keeping the patients in hospital for a considerable time, 
and the expense of increased consumption of current, and of wear and 
tear of tubes. 

DP. J. KERLEY. 


Vol. VII, No. 2, 1932. 
A malignant papillary adenocystoma of the right ovary with metastasis in the cervix. 

I,, E. PHANEUF. Amer, Jour. of Surg., 1930, 10, pp. 352—355- 

This tumour, which resembled an adult’s kidney in shape and size, was 
associated with myomata in the fundus of the uterus. There was also a 
tumour the size of a hen’s egg near the internal os ; on histological examina- 
tion it was found to have the same structure as the ovarian tumour. (The 
author does not give any reason for re-christening the tumour described, 
a typical example of the neoplasm usually termed papillary cystadeno- 
carcinoma.) 

F. Cavers. 


Granulosa tumours of the ovary and their relation to post-menopausal bleeding. 

R. W. TELINDE. Trans. American Gynecol. Soc., 1930, 55, pp. 168—186. 

The author reports three cases of granulosa-cell tumours and one 
of odphoroma folliculare, giving references to the available literature. He 
holds that these tumours grow from embryonal rests in the medullary 
tissue; they occur most frequently after the menopause and are usually 
associated with haemorrhage. They are usually benign, but occasionally 
malignant forms have been described. 

F. Cavers. 

Struma ovarii, with a note on the iodine content, 

E. S. J. Kine and J. H. Norris. Jour. Coll. Surg. Australasia, 1931, 
3> PP. 373—354- 

Three cases are described. In two the presence of iodine, a rudimentary 
tooth, thyroid tissue and various other tissues was demonstrated. 


F. Cavers. 


A large fibroma of the ovary causing torsion of a Fallopian tube. 

BE. A. Vince and J. A. Virtot. Semana Méd., 1931, 38, pp. 290—292. 

The patient’s age was 69; the tumour, first noticed about 10 years 
previously, had grown to the size of the foetal head at term; it was palpable 
as a hard, inobile mass at the level of the umbilicus. At operation the 
tumour was found arising from the ovary and adherent to intestine and 
great omentum, while the Fallopian tube was twice spirally twisted, but 
it was not dilated. 

F. Cavers. 
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A giant fibroma of the ovary. 

J. E. Pessano. Semana Méd., 1930, 37, PP. 993—997- 

The tumour, removed from a woman of 39, who had first noticed an 
abdominal swelling about seven years previously, weighed 11.2 kilos. It 
consisted of fibrous tissue undergoing hyaline change, and fibroblasts with 
large nuclei showing mitosis; it was highly vascular. 

F. Cavers. 
Carcinoma of the cervical stump following subtotal hysterectomy. 

C. H. Mayo and C. Mayo, 2nd. Ann, of Surg., 1931, 93, pp. 1215—1219; 

1 fig. 

The authors conclude that the difference in the death-rate between total 
abdominal hysterectomy and subtotal abdominal hysterectomy is very 
slight. They suggest that surgeons who fear to perform total hysterectomy 
should perform subtotal hysterectomy and follow this procedure 10 or 12 
days later by removal of the cervix, enucleation of the cervical canal, or 
destruction of the cervical canal by the actual cautery. This procedure 
would not increase the mortality, and would accomplish all that is desired. 
,atients who have had subtotal hysterectomy alone should be advised to 
return, from time to time, for observation. In some cases it may be advis 
able to use the actual cautery on the cervical stump or prophylactic douches 
in an attempt _to clear up infection. 

W. T. Warwick. 
Cystic adenocarcinomatous uterus. 

M. GIANOTI. Cancro, 1931, 2, pp. 110—115; 2 figs. 

After reference to the available literature regarding the co-existance of 
carcinoma or sarcoma with fibromyomata of the uterus and the development 
of carcinoma in the fibromatous uterus, the author describes the case of 
a woman of 55 who, for several years, had had leucorrhoea and occasional 
vaginal haemorrhage. A physician diagnosed a uterine tumour and advised 
operation. Soon afterwards she began to have sacralgia, and the hitherto 
odourless discharge became foetid; she entered hospital at Turin. The 
uterus was considerably enlarged. Total hysterectomy was performed, and 
radium was applied vaginally. Microscopically the whole of the uterine 
wall was found to be inflated by cystic adenocarcinoma. Between the 
invading adenocarcinomatous masses there were remains of fibromyomatous 
tissue. The author suggests that the case may be one of carcinomatous 
degeneration of an endometrioma. 

F. Cavers. 
A unified plan for keeping records of carcinomata of the uterine cervix. 

F. E. Neer. Amer. Jour. of Surg., 1931, 13, p. 263. 

The scheme, which the author thinks would tend to unify the study of 
cervical cancer in various institutions, is based on a clinical study in the 
New York City Cancer Institute between 1923 and 1929, during which time 
all the patients suffering from carcinoma of the uterine cervix came under 
his supervision. 

W. T. Warwick. 
Histological changes in uterine carcinoma treated by radium. 

A. FEpOREEV. Vopr. Onkol., 1031, 4, Ppp. 35-45 (in Russian, with 
summary in German). 

The author’s investigations were made on 30 patients who were first 
given small doses of X-rays (6 fields, 10 to 15 per cent H.E.D.) and then 
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radium (5,800 mgrm.-hours). Biopsy was performed before and after treat- 
ment with radium. It was first done every alternate day and later every 
fourth or fifth day. The number of histologically examined samples was 
more than 200. The nuclei of the cells of the tumour were the first to show 
the signs of injury. The day after the first exposure to radium the nucleus 
showed swelling and oedema, irregular arrangement of the chromatin, 
vacuolization, karyorrhexis and finally karyolysis, while the cytoplasm 
showed little or no change. As a rule mitoses were arrested until the third 
or fourth day, when they reappeared: in increased numbers but showed 
signs of degeneration; on the filth or sixth day they disappeared. By this 
time the cell outlines had become indistinct and the cytoplasm vacuolated, 
while various types of wandering cells had appeared in the stroma, the 
blood-vessels of which were involved and showed hyaline change in their 
lining cells and, frequently, thrombosis. 
F. Cavers. 

Leukoplakia and carcinoma of the uterine cervix. 

K. DE Snoo. Nederl. Tijds. v. Gen., 1931, 75, pp. 1286—1295. 

The author calls attention to the importance of Hinselmann’s colposcope, 
with which the vaginal portion of the uterine cervix can be examined under 
magnifications of to to 100 diameters. He describes two cases of leuko- 
plakia with commencing carcinoma discovered by this method, and gives 
some good microphotographs showing the stages in the development of 
leukoplakia, 

F. Cavers. 
Adenocarcinoma of the vagina in a child aged 17 months. 

E. LOVEGREN. Acta Pediatr., 1931, 10, pp. 371—378. 

The child was examined because of vaginal bleeding. Vaginal and 
rectal palpation revealed a diffuse, soft, dark red, irregular mass in the 
lower part of the vagina. There was a temporary improvement during 
treatment with radium (four applications of 60 mg. for three to four and a 
half hours each), but death occurred six months after the bleeding had 
appeared. Biopsy showed the tumour to be a large cuboidal-celled carci- 
noma, The author could find only one previous report of adenocarcinoma 
of the vagina in childhood (Aschheim, Zcits. f. Gebiirtsh. u. Gynikol., 
1910, 65, p. 216). 

F. Cavers. 
The diagnosis and treatment of uterine carcinoma. 

H. Hepner. Wien. klin. Woch., 1931, 44, pp. 522—525. 

The author describes the methods used in his clinic for the early 
diagnosis of cancer of the cervix. These include colposcopy, painting the 
portio vaginalis with iodine, and biopsy of suspicious lesions. The author 
prefers a sharp curette for biopsy to cutting out a wedge, as most writers 
recommend, because a larger surface can be examined microscopically by 
curettage. Radical operation is considered the treatment of choice for 
favourable cases, but fewer cases are so treated since radium has come 
into use. The operative mortality is still high (more than 11 per cent). 

F. Cavers. 


The prophylactic treatment of precancerous conditions of the uterine cervix. 

F, Sprrito. Gazz. Osped., 1931, 52, pp. 265—270. 

The author agrees with various other writers that, in the majority of 
cases, cervical cancer develops from inflammation and erosion of the 
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cervix, which can readily be observed. He considers that cauterization 
and the operation of trachelorrhaphy are inadequate, and urges that the 
more radical operation of amputation of the cervix is the best prophy- 
lactic measure. 


F. Cavers. 


Carcinomatous adenofibromyoma of the uterus, 

G. BERTONE. Cancro, 1931, 2, pp. 180—185; 4 figs. 

A woman of 54 had, since the menopause at 47 years, noticed a swelling 
in the right hypogastrium, with pain in this region; she also had noticed 
difficulty in, and pain on, micturition and defaecation, The clinical diag- 
nosis was uterine fibromyoma, probably incarcerated in the lesser pelvis. 
The uterus was removed and was found to contain a large adenofibromyoma, 
together with diffuse endometriosis of the myometrium. Adenocarcino- 
matous areas were found in the adenomatous parts of the tumour, 


F. Cavers. 


Invading trophoblastic proliferations and chorion-epitheliomata. 

F. D’ Ercuia. Ann. di Ostet. e Gincol., 1930, 52, pp. 761—768. 

The author describes six cases—two of invasive vesicular mole two of 
chorion-epithelioma, and two others which presented unusual features. In 
one: of the latter, incomplete abortion occurred at the fourth month of 
pregnancy, and curettings showed that the uterine wall was invaded by 
chorionic elements; in the other case, one of puerperal sepsis, curettings 
showed a persistence of chorionic elements in the uterine wall. He 
describes the condition observed in these two cases as haemorrhagic 
necrosing puerperal endomyometritis, and believes that chorion-epithelioma 
is of chorionic and not of maternal origin. 

F. Cavers. 


Chorion-epithelioma apparently arising from an embryoma. 

I,, DE WanscHE. Arch, Internat. Med. Exper., 1930, 5, 557—572- 

A girl of 16 was admitted to hospital with a two months’ history of 
umbilical cramp-like pains which had become more and more severe; also 
of a slight but persistent cough during this period. A tumour was palpable, 
fixed in the pouch of Douglas. At operation this was found to be a cyst 
arising in the broad ligament. Histologically it was found to be poly- 
cystic and to contain tissues derived from the three embryonic layers. 

Soon afterwards the cough became much worse, frequently with blood 
in the sputum ; tubercle bacilli were not found. Death occurred two months 
after admission. Necropsy showed numerous nodules in the lungs and 
liver, and a few in the pericardium, pleura, mediastinum and peritoneum. 
In the nodules examined microscopically typical chorion-epitheliomatous 
tissue was found, cavities lined by cylindrical epithelium and some elements 
of an undetermined nature. Re-examination of the sections of the cyst 
did not throw any light on the origin of the chorion-epithelioma from its 
components ; although the author believes the metastasizing tumour arose 
from the histologically benign embryoma. 


F. Cavers, 
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Aschheim's and Zondek’s reaction in a case of uterine chorion-epithelioma, 

F, GERRITZEN, Nederl. Tijds. v. Gen., 1930, 74, pp. 6052—6056, 

In a woman of 21 hysterectomy was performed a month after the delivery 
of a vesicular mole. After operation the Aschheim-Zondek reaction was 
repeatedly tried and found positive. Death occurred two months after 
operation. Metastases were found in the kidneys, spleen, liver, stomach, 
lungs, heart and skin. The author thinks metastasis had already occurred 
before operation. 

F. Cavers. 


Primary carcinoma of the oviduct. 

W. O. JonNson and A. J. Muar. Ann. of Surg., 1931, 93, pp. 1205—- 
1214; 3 figs. (University of Louisville Medical School.) 

The history and aetiology of these carcinomata is: briefly reviewed. 
These lesions constitute about 0.45 per cent of all genital tumours, but 
out of 250 reported cases, only once has it been diagnosed before operation. 
In addition, they are associated with only 4.5 per cent three-year cures. 
The causes of such a high mortality are: (1) The highly malignant 
nature of the growth, as evidenced by (a) early peritoneal implantations, 
and (b) rapid metastasis by means of the broad ligaments and the lym« 
phaties. (2) A delay in making the diagnosis and to overlooking early 
unsuspected cases. (3) Incomplete surgical procedures. (4) Radiation not 
being used after operation in cases in which there is the possibility of 
metastases being present. (5) Insufficiency of the diagnostic criteria for 
the detection of early cases. The symptomatology is discussed. Three 
types of carcinoma of the Fallopian tubes have been described. One is a 

papillary type of epithelial growth, the structure of which is very similar 
~ to the normal tubal mucosa. In the second type of growth the epithelium 
is arranged in imperfect gland-like structures. It has been suggested that 
possibly these are formed by the fusion of the adjacent papillae, but very 
probably they are copies of the deeper part of the mucosa, where the 
epithelium is arranged in gland-like forms. A third type is made of 
squamous-like epithelial cells; very probably the result of metaplasia of 
the normal epithelium. In these tumours there is cornification and pear] 
formation. In carcinomata of the oviduct there are mixtures of different 
types of structure, the most common being a mixture of the first two types, 
which might be called a papillary adenocarcinoma. The case here reported 
falls into this group. Cases of oviduct tumours when operated upon should 
be subjected to a rapid pathological examination before the abdomen is 
closed, when early cases may be found and more complete operations 
performed. 


W. T. Warwick. 


Primary carcinoma of the vagina. 

I,. NiiRNBERGER, Chirurg, 1931, 3, PP. 193—197.- 

The author gives a useful review, drawn from the available literature, 
of primary vaginal carcinoma, which in various collected series is said to 
represent 0.01 to 0.04 per cent of all gynaecological lesions. It is usually 
squamous celled, but numerous cases of adenocarcinoma have been reported 
and their origin variously attributed to nests of the Wolffian and Miillerian 
ducts, to the mucous glands of the vagina, and to invagination of the rectal 
mucosa, Tumours in the anterior wall usually metastasize to the lymph 
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glands of both groins, those in the lateral wall to the homolateral inguinal 
glands, those in the posterior wall to the retroperitoneal and rarely to the 
inguinal glands. Prolapse, pessaries and scars may be of aetiological 
in:portance. Surgical treatment involves the radical removal of the vagina 
and uterus. The prognosis is bad, owing to the usually very rapid growth 
and metastases. About half of the cases are inoperable when first seen. 


F. Cavers. 


The results of radiotherapy of carcinoma of the cervix. 

S. LAgorpe and Y. I. WickHAM. Bull, Assoc. franc. Etude du Cancer, 
1931, 20, pp. 455—475. 

This paper gives the detailed results of the treatment of carcinoma of 
the cervix by radiotherapy during the years 1921 to 1926. The cases are 
classified on a clinical basis into four groups: (1) cancer limited to the 
cervix ; (2) peri-uterine spread, with retention of some degree of mobility 
of the uterus; (3) peri-uterine spread or spread to the vagina with fixity 
of the uterus; and (4) generalized spread, with distant metastases. The 
last group contains those cases in which the treatment was purely palliative, 
and does not enter into the general statistics. Of the total 173 cases treated 
between 1921 and 1926, 50 fall into this category. Of the remainder, based 
on a minimum period of five years, cure is reported as follows: group 1, 
So per cent; group 2, 55.5 per cent; group 3, 23.4 per cent. The total cure- 
rate is 23.7 per cent, but it is pointed out that, whereas groups 1 and 2 
represent the operable cases, the largest growp of the total series is 
group 3, in which operative treatment is impossible, and of 94 cases in 
this group there were 21 survivals without recurrence after five years. 
The treatment adopted is a combination of radium and X-rays. Full 
details of this are given in the paper. Histological examination of portions 
of the new growth was made in most of the cases under review. 


C. E. Dukes. 





REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 
SECTION OF OBSTETRICS AND (GYNAECOLOGY. 


A meeting of the Section was held on Friday, January 16th, 1932. The 
President, Mr. Victor BONNEY, was in the chair. PROFESSOR Dopps read 
a paper on: 


THE BEARING OF RECENT RESEARCH ON THE SEX HORMONES ON CLINICAL 
OBSTETRICS AND GYNAECOLOGY. 


PROFESSOR Dopps said the developments in sex hormone research had 
been so rapid that it was impossible for any one person to be fully up to 
date, but since there were so many ample reviews on the subject he would 
not vo into the details of past work. He stated that Allen and Doisy were 
responsible for a new impetus to the science by demonstrating that the 
alternating periods of sexual activity in animals were accompanied by 
definite changes in the microscopic character of a vaginal smear, so that 
it was possible for an observer to state the period of the oestrous cycle in 
the animal at the time of observation. Removal of the ovaries causes an 
absence of the cyclical changes, so that the animal remains in a permanent 
state of di-ocestrus. These two observers showed that an alcoholic extract 
made from the ovaries was capable of restoring these cyclical changes 
when injected subcutaneously. Following this work, Aschheim and Zondek 
discovered that oestrin is secreted in the urine during pregnancy. Then 
caine other work which demonstrated the cffect of transplants and extracts 
of the anterior lobe of the pituitary gland upon the sex cycle. It was 
found that pituitary transplants caused premature puberty with the develop- 
ment of oestrus and Jutealization of the ovaries in) immature animals. 
Finally, the careiul work of Corner led him to prophesy with great accuracy 
the possible action of the corpus luteum hormone. 

The author then showed a diagram which illustrated that the anterior 
lobe of the pituitary secretes hormones affecting growth, metabolism, and 
sexual functions. The sex hormone stimulates the ovary, causing ripening 
of the follicle followed by rupture and haemorrhage, and conversion into 
a corpus luteum. This hormone is spoken of as ‘prolan”’ 


by German 
workers, and as the ‘rho’? factor by Wiesner. 


The stimulated ovary with 
the ripening follicle secretes oestrin, which, acting on the uterus and vaginal 
epithelium, causes enlargement of the former and cornification of the latter. 


The corpus luteum, on the other hand, secretes a hormone, “progestin,” 
sometimes known as the ‘beta’? hormone. 


This causes changes in the 
uterine mucosa, and also enlargement of the musculature of the uterus. 
Professor Dodds then went on to state that there were other hormones, the 
action of which at present was not so definitely understood as those he 


had mentioned. He then discussed some rather speculative theories as 
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to why the changes came in regular cycles. The speaker then described 
some of the difficulties which were met with in standardizing the various 
hormones, but left it to Dr. Parkes to enlarge upon this aspect of the 
subject. 

Dr. PARKES discussed the standardization of extracts from the sex 
glands. He stated that oestrus-producing hormones could be standardized 
to 10 per cent ; he pointed out that a certain dose would produce cornification 
of the vaginal epithelium, but that a much bigger dose was required 
to produce the other signs of oestrus. He also said that the amount 
required to produce the signs of oestrus in various animals seems to 
vary with the weight of the animal. For instance, it required 200 mouse 
units to produce oestrus in a rabbit, and 100,000 units in a baboon, and, 
assuming that a woman was equai to five baboons, it would require 500,000 
units to get any effect in a woman ; and for a cow it would require 5,000,000 
units. To employ this amount of substance at the present time would be 
financially impossible. 

Dr. GARDINER-Hi11, showed some statistics of patients suffering from 
amenorrhoea who had been treated with glandular extracts. In a few 
of these patients menstruation had occurred following such treatment, 
but it was very difficult to decide whether these were post hoc or propte; 
hoc. He also showed some lantern slides of patients sutfering from endo- 
crine deficiencies. 

Dr. Rogrson said that in Edinburgh they were carrying out a series 
of clinical observations, and enunciated the theory that once in the second 
half of the menstrual cycle the muscle was normally insensitive to the 
pituitary secretion, but that in these cases of dysmenorrhoea it became 
sensitive again before the endometrium had become properly disintegrated, 
with the result that painful contractions were set up. 

Dr. CLARE suggested the possibility that the presence of hormones in 
the urine was not necessarily due to an increased secretion of hormones, 
but to the absence of fixation of the hormones which had been secreted. He 
asked if any observations had been made on the presence of the Aschheim- 
Zondek reaction in patients who had recently had hysterectomy performed. 

The President, Mr. Victor Bonney, thanked Professor Dodds for a paper 
which was peculiarly valuable at the present time. The important fact 
made clear was that although the hormones which regulated the genital 
evele in certain animals had been almost or actually isolated, the problem 
of assaying their exact values, even under ideal laboratory conditions, was 
only partly solved. When instead of laboratory-controlled rats and mice it 
was sought to assay their effects on women, the difficulties were so great 
as to be, for the present at least, insurmountable. It had emerged that 
having regard to the relative weight of a woman and a mouse, the adminis- 
tration of one of these really active hormones to a woman in adequate 
dosage would cost a sum of money which was prohibitive. He hoped that 
Professor Dodds’s paper would act as a corrective to that credulous optimism 
Which, invariably assuming that post hoc was necessarily propter hoc, 
resulted in the production of a number of worthless papers and an immense 
amount of worthless therapy. 


Before the chief paper of the evening was read a specimen was shown 
by Mr. T. G. Stevens consisting of a uterus and ovaries with a tumone 
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attached to the cervix. Mr. Stevens said this was removed from a patient 
aged 23, who had had slight bleeding between the periods during the last 
year. The growth was the size of a tangerine orange, attached by a pedicle 
half an inch in diameter. There was no infiltration of the cervical tissue. 
Pan-hysterectomy was performed, and 14 days later a course of X-ray 
treatinent was carried out. Microscopically the tumour was seen to be a 
spindle-celled sarcoma with strands of narrow striated muscle bundles and 
occasional strands of smooth muscle tissue. Neither cartilage nor 
epithelial pearls were present in the section. The specimen was discussed 
by Mr. McCann, who reported six cases of sarcoma of the cervix, in all of 
which the growth rapidly recurred. 

The President discussed the case, and asked Mr. Stevens why he had 
not left at least one ovary. Mr. Stevens replied that, in his opinion, the 
ovaries are of no value whatever after hysterectomy. 


A meeting of the Section was held on Friday, February 19th, 1932. 
The President, Mr. Victor BonnEy, was in the chair. 


Colonel IL. W. Harrison opened a discussion on: 


YONORRHOEA AND OTHER CERVICAL DISCHARGES. 


He stated that in the short time at his disposal he could indicate only 
briefly the principles which might show the way owt of the uncertainty 
which existed in connexion with the treatment of vaginal discharges. He 
pointed out that the present state of chaos is illustrated by the number of 
different preparations which are advocated for treatment. At one time 
he collected no less than forty-five preparations of silver. He deplored 
the fact that insufficient effort was made to differentiate between gonorrhoeal 
discharges and others, such as staphylococcal and streptococeal. He laid 
great emphasis on supplementing (a clinical examination by bacteriological 
tests, and by the complement fixation test. Gonococci were identified by 
culture, on the first examination, in 55 out of 225 cases at his clinic at 
St. Thomas’s Hospital. They were found in both smears and cultures in 
81 cases, and in the smears alone in 74 cases. This showed the value of 
cultural methods. He considered that it was surprising that the complement 
fixation test was not more widely used, when its value had been so 
abundantly proved by Thompson, Osmond, Oliver, Price, and others. Tf 
all these pathological tests were carried out carefully, he maintained that 
it would be possible to decide whether the infection was due to the 
gonococcus, to another organism, or whether the discharge was due to the 
use of douches containing strong chemicals. 

Turning to treatment he said that, in his opinion, the bacteria in non- 
gonococcal cases were more superficial; the disease generally responded to 
the application of lotions to the surface of the vagina, which he described 
as a direct frontal attack. In the gonococcal cases the organisms were 
submucous, intra-glandular and peri-glandular, and, therefore, less access- 
ible. The speaker then discussed the various antiseptics, and stated that 
his particular favourite was mercurochrome. He considered that this did 
less damage to the healthy tissue, and he applied it to the cervical canal 
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on a urethroscopic swab-stick in a strength of 10 per cent, leaving the swab- 
stick in position for some time to allow the chemical to act. He considered 
that local treatment had its strict limitations, and he, therefore, advocated 
the employment of vaccines to raise the resistance of the bedy to the 
organism. The vaccine he had found of value was prepared by Dr. Oliver 
on the principles elaborated by Dimond at the Royal Herbert Hospital, 
Woolwich. He said that in some of these cases the gonococci had persisted 
for months in the discharge, and that the complement fixation reaction 
had remained negative or only feeble. The results of vaccine treatment 
had raised the titre of the complement fixation reaction with coincident 
disappearance of the gonococci. It was interesting to note that when the 
complement fixation reaction was unaffected by the vaccine the gonococci 
also persisted. 

Dr. ABRAHAMS continued the discussion, and read an extremely interest- 
ing paper on the methods and results obtained at the Tock Hospital. He 
had investigated 1,0co consecutive cases of vaginal discharge. In 152 cases 
the discharge was not due to infection by the gonococeus. Clinically, 848 
were cases of gonorrhoea, and 411 of these were proved by pathological 
tests to be infected by the gonococcus. In 437 cases, i.e. 51.3 per cent, 
the bacteriological tests were negative, although the clinical signs and 
symptoms of gonorrhoea were present. Three hundred and five out of the 
1,000 patients were pregnant on admission, and of these 259 had the clinical 
manifestations of gonorrhoea, although the gonococcus was found in only 
g1 cases. These figures suggest that it is more difficult to isolate the 
gonococcus in the pregnant than in the non-pregnant patient. He then gave 
figures regarding the relative frequency of the various complications, such 
as salpingitis and arthritis. The speaker next discussed the criteria of 
cure, and confessed that the difficulties were very great, because a negative 
is not very valuable. He said the test upon which he placed the greatest 
reliance was the absence of clinical evidence of infection of the urethra, 
Skene’s glands, Bartholin’s glands, the vaginal orifice, the anus, and the 
cervix. The uterus and the Fallopian tubes should be free from inflamma- 
tory signs. Smears and cultures from the urethra, Skene’s glands, 
Bartholin’s glands, the cervix, and anus should be negative. These tests 
should be taken two days before menstruation, and two days after its 
cessation and 24 hours after a provocative injection of a gonococeal vaccine. 
A cultural examination of the urine should be made from a three or four- 
hours’ specimen. The speaker said that he had with reluctance come to 
the conclusion that the complement fixation test was not reliable. He then 
discussed the treatment under various headings. 

Dr. ANwWy1 Davis said that the great difficulty in treating these cases 
was to reach the infecting organism, and to raise the resistance of tissues. 
He mentioned that in some experiments that he had carried out with the 
late Professor Shattock he had found that nitrate of silver and picric acid 
penetrated only one-sixteenth of an inch beneath the mucous membrane of 
the cervical canal, and that these drugs caused the formation of a tough 
plaque of dead epithelium which blocked the mouth of the glands and 
prevented drainage, with the result that the organisms had a_ perfect 
medium and temperature to grow in. He considered that mercurochrome 
was of some value in vulvo-vaginitis in children under two and a_ half 
vears of age, Te criticized the local treatment of the urethra and cervix 
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without treating the body of the uterus, which, in his opinion, was very 
often infected. If this were not true it was difficult to account for the 
high percentage of boggy, tender uteri. His experience of diathermy 
was very unsatisfactory. Although the gonococcus is so easily killed in 
vitro at 160° F. it is not destroyed in vivo by any temperature which leaves 
the tissues intact. Experiments proved that diathermy reaching a tempera- 
ture of 112°F. to 114°F. in the cervical canal, administered even for 30 to 4o 
minutes twice weekly, fails to kill the gonococcus. He pointed out that 
if diathermy acts by heat it is obvious that at a short distance from 
the electrode the temperature is above that of the body, thus an optimum 
temperature is created for the growth of gonococci. He was not favourably 
impressed by treatment with vaccines. The gonorrhoeal fixation test is 
often negative because the organism lacks virulence, but in spite of this it 
is highly infectious to man. Protein shock lowers the immunity of the 
tissues. The speaker considered that glycerin was the best bactericidal 
substance to use, because it is antiseptic and hygroscopic; it is also bland, 
non-irritating and odourless. The speaker then went on to give the routine 
examination carried out at the Whitechapel Clinic, and showed charts on 
the screen which indicated the careful way in which the patients are 
looked after. 

Dr. LyngetrtE Hemmant stated that she had worked in five clinics, and 
was convinced that the first great difficulty which confronted them was 
the difficulty of diagnosis; that was the reason why it was so difficult to 
stamp out the disease. She described some special cultural methods 
evolved by Orpwood Price, by which colonies of gonococci could be quickly 
differentiated from other organisms. ‘The speaker laid great stress on the 
importance of the psychological encouragement of the patient, because so 
many patient took up the hopeless attitude that the disease was incurable. 

Dr. Lees, of Edinburgh, emphasized the importance of the clinical 
picture, but agreed that it should be supplemented by bacteriological tests. 
He stated that, in his opinion, the urethra very often harboured gonococci, 
but, owing to the fact that the patient had passed urine just before being 
examined, urethral infection was often overlooked. He divided the 
patients coming to hospital into three classes : those in whom the infection 
is gonococcal; those in whom the clinical condition and history suggest 
that the infection is gonococcal but in whom there is no definite bacterio- 
logical evidence; and those in whom the discharge is definitely not 
gonococeal. In Edinburgh patients in the first two classes are treated 
at the venereal clinic, with the exception of pregnant women, who are 
transferred to the maternity hospital; the third class is treated in the 
gynaecological wards. He said the fundamental principles of treat- 
ment are: (1) The promotion, in every possible way, of the natural 
resistance of the patient by physical and mental rest, by attention to 
elimination by the bowel, kidney, and skin, and by hygienic habits of 
life. (2) The establishment of good drainage from the infected parts, and 
keeping of the vagina and cervix in a clean and dry condition. (3) The 
destruction of the infecting organisms by local application of antiseptics. 
(4) The stimulation of the patient’s resistance by the administration of 
vaccines, protein and serum. The antiseptics he prefers to use are potas- 
sium permanganate, one in 6,000, for the urethra and the bladder, and 
picric acid, one per cent, in glycerin for the cervix. Tle admitted that the 
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difficulties of defining a cure were very great, but considered that the 
following criteria must be fulfilled before any female patient can be con- 
considered cured :— 

(1) The absence of the clinical symptoms and signs of the disease for 
at least one month after the cessation of treatment. (2) The absence of 
bacteriological evidence of gonorrhoea during the same period. (3) Negative 
bacteriological tests in the secretion from the urethra, cervix, and Bartho- 
linian ducts, taken after two successive inenstrual periods after apparent 
clinical cure. (4) At one of the previous tests it is important to administer 
a provocative injection of polyvalent gonococcal vaccine (300 mil.) 36 hours 
prior to taking the specimens. It enhances the value of the tests if a plug 
of gauze soaked in glycerin is inserted into the cervix on the previous day. 
(5) Bimanual examination of the pelvic contents to ascertain that there is 
no cellulitis or involvement of the Fallopian tubes. (6) Urethroscopic 
examination to eliminate the presence of soft infiltrates and infection of 
Skene’s ducts. (7) This observation and testing over a period of three 
months after apparent cure enables him to tell the patient that she is 
provisionally free from infection. (8) A similar clinical and bacteriological 
exainination should be made three months later, subsequent to a menstrual 
period. It may be supplemented by testing the blood by the complement 
fixation test, which at that date should give a negative result. If there 
is no evidence of disease at this examination the patient can be considered 
free from infection. 

Dr. DouGias H. Macl&op described the organisation of the Department 
for the Treatment of Gonorrhoea in Women at the Middlesex Hospital. He 
said that the treatment consisted of irrigation of the urethra and cervical 
canal with a solution of sodium bicarbonate to remove mucus, followed by 
irrigation with a one per cent solution of di-chloramine-T. The vagina 
is then swabbed dry, and lightly packed with gauze soaked in a two per 
cent solution of mereurochrome in glycerin, which is removed 24 hours 
later. Patients, as a rule, attend daily for the first month of treatment. 
Patients who are pregnant receive urethral irrigations, and the cervix is 
packed twice a week with Bonney’s solution of crystal-violet. The speaker 
caine to the following conclusions: (1) The main obstacle towards the 
cure of gonorrhoea among patients attending the clinic at Middlesex 
Hospital is the protracted nature of the treatment. (2) Little success has 
been met with by the use of vaccines. (3) The average duration of treat- 
ment among the patients discharged as cured was 15 months. (4) The 
duration of symptoms before the commencement of treatment appeared to 
bear some relation to the cure-rate among the sufferers from gonorrhoea. 
(5) Cases with gonococcal urethritis only, appeared to stand a better chance 
of cure than those in which cervical infection was present. (6) Acute cases 
of gonorrhoeal infection were rarely seen. (7) The clinical examination 
of a patient was often found to be unreliable. Gonococci were found in 
patients in the absence of any clinical evidence of the disease. (8) In 
several cases gonococci were found in films 20 months after the onset of 
treatment. (9) Rectal infection appeared to be uncommon, and was not 
responsible for the continued appearance of the gonococeus in the vaginal 
discharge. (10) Tubal inflammation was not found to be a common com- 
plication among the patients attending the clinic. Thirteen per cent of the 
patients admitted during 1930 were discharged as cured by the end of 1931. 





458 Journal of Obstetrics and Gynaecolo 


gy 
Twenty-one per cent of the patients in whom the discharge was due to the 
gonococcus were cured, whereas of those with non-gonococcal infection, 
only six per cent were cured. 

Mr. Morr stated that, in his opinion, it was futile to compare statistically 
the results of treatment carried out by different workers. He emphasized 
the difficulty of making an exact diagnosis of the presence of gonococcus. 
Relerring to treatment, the speaker said that after visiting Dr. Cumber- 
batch and Dr. Simon at St. Bartholomew’s Hospital he treated patients 
with diathermy, on the same lines, at University College Hospital. He 
compared these cases with those treated by the local application of anti- 
septics alone, and came to the following conclusions: (1) That with the 
local application about 50 per cent of patients are clinically and bacterio- 
logically cured after five or six months of treatment. (2) That in the 
remaining 50 per cent it is a waste of the doctor’s time, and a waste of the 
patient’s time, to continue longer with such treatment. (3) That those 
patients who do not quickly yield to treatment are best suited to diathermy. 
(4) That diathermy has no specific action in killing the gonococci, but it 
promotes drainage, and probably stimulates the local resistance to infection. 
(5) That many chronic cases will apparently clear alter a course of dia- 
thermy treatment. 

Dr. Watson, of Glasgow, read a paper which dealt with the bacterio- 
logical treatment of endocervicitis. In this paper he states that it 1s 
sufficient to find isolated pairs of coffee-bean shaped gram-negative diplo- 
cocci of the 1ight size to diagnose gonorrhoea. He emphasizes the 
importance of cleaning the cervix before taking the smear in order to get 
a recent secretion from the cervical glands. He did not believe that any 
systematic treatment can be relied upon to hasten cure, although he had 
heard of one case in which large quantities of quinine appeared to cure 
the endocervicitis. He recommended the application of a solution of one 
in 2,000 lactic acid, and, later, lactic acid alone. A small pessary, consist- 
ing of lactose, and an active culture of lactic acid bacilli, should be placed 
in the posterior fornix of the vagina. In some cases a five per cent 
solution of acriflavine dissolved in glycerin and mixed with an emulsion 
of castor oil can be used. He considered that hollow sounds should be 
used, and tubular probes, so as to avoid pushing the secretion into the 
body of the uterus. 

Dr. RorKE, of the Royal Free Hospital, stated that in her clinic there 
was a great number of unmarried girls from the rescue homes, and other 
non-pregnant single women, who were thought to have venereal disease. 
In many cases the vaginal discharge was due to organisms other than the 
gonococcus. ‘The paper dealt with the treatment of vaginal discharges due 
to bacillus coli and other organisms. As criteria of cure she suggested 
an absence of signs and symptoms, and three successive films negative to 
vonococei and free from pus. These tests are taken after three different 
menstrual periods. Following this a culture is taken 35 hours after a 
provocative injection of gonococcal vaccine. In some cases a more humane 
provocative reaction is obtained by giving gin cocktails or champagne, 
the tests being performed the morning after the exhibition of the cocktails 
or the champagne. 

Dr. Murikt, Keyes quoted an interesting case in which diathermy of 
the genito-urinary tract caused great benefit in arthritis due to gonorrhoea. 
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Dr. 1oGan said that when she was working at King’s College Hospital 
she made a rule of watching patients for two years after the cessation of 
treatment before discharging them as cured. 


A ineeting of the Section was held on Friday, March 18th, 1932. ‘lhe 
President, Mr. Victor BONNEY, was in the chair. Dr. James YOUNG read 
a paper, written in conjunction with Dr. Jessin C. B. Sym and Dr. ELsiz 
V. CRow, on: 


AN EVALUATION OF THE INCIDENCK OF AND THE MATERNAL, DISABILITY 
FOLLOWING EcLAMPSIA AND ALBUMINURIA, 

Ile stated that there were no data by which to compute accurately either 
the incidence of or the damage inflicted by the late toxaemias of pregnancy. 
The Registrar-General’s figures gave only the deaths from such causes. 
An analysis of 239 successive cases of eclampsia and albuminuria showed 
that 20 per cent suffered from subsequent grave impairment of health due 
to pre-existing albuminuria or hypertension, heart disease, severe anaemia, 
or chronic invalidism, while in 42.7 per cent there was greater or less 
permanent disability. In 2.1 per cent death had occurred subsequently. 
Many of these cases were referred to the hospital with advanced toxaemia. 
To exclude such factors, 91 patients who had attended the antenatal clinic 
and had been delivered in the hospital were investigated ; in 41.7 greater or 
lesser impairment of health was discovered. If this figure were applied to 
the whole community it showed that in 25,000 surviving sufferers from 
toxaemia in England and Wales during 1930, more than 10,000 sustained 
more or less permanent renal damage. 

Investigation showed that, on the average, the degree of disability 
depended upon the period during which the patients had been exposed to 
toxaemia during pregnancy. Thus, of 122 patients there were 52 in whom 
the subsequent health was good, and in these the toxaemia symptoms, in 
one or more pregnancies, had lasted for a period of three weeks, while in 
70 With impaired health the average duration was six weeks. 

It was suggested that to grapple with the problem of toxaemia: (a) we 
must provide a midwife or doctor, thoroughly conversant with the signi- 
ficance of antenatal supervision and of the first signs of disease, for each 
pregnant woman; (b) we must educate women to place themselves under 
the care of their attendant by the sixth month of their pregnancy, at the 
latest; and (c) there was the fact that many women could not obtain 
the treatment, complete rest, dieting and constant supervision, except by 
removal to hospital, and the consideration that probably at least 10,000 
such cases occurred each year in England and Wales raised the question 
of the urgent need of an extension of our hospital services to deal with 
this problem. 

Professor BROWNE agreed with Dr. Young that there was an enormous 
amount of damage caused by toxaemia which showed itself later in life. 
In his opinion, toxaemia was never discovered during antenatal examination 
in many cases, because, speaking generally, antenatal work in this country 
was carried out very badly. He put in a special plea for the frequent 
taking of blood-pressure, which, he stated, very often gave warning long 


> 
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before albumin appeared in the urine. In discussing the treatment he 
emphasized the value of rest, and was somewhat doubtful about the value 
of dieting. 

Mr. I,, Carnac Rivet said he was most interested in Dr. Young’s paper. 
liver since Dr. Young had read his original paper, a few years ago, Mr. 
Rivett had been carefully watching for patients with symptoms subsequent 
tu eclampsia and albuminuria. In his experience patients who had had 
eclampsia in a previous pregnancy did not have toxaemia in a subsequent 
pregnancy. It was rather different from albuminuria because many 
albuminuric paticnts had pre-existing nephritis in which there was, 
certainly, increasing trouble with every pregnancy, an important feature 
being the appearance of albumin in the urine very early in pregnancy 
Many of these patients had a renal lesion, which caused neither disability 
nor albuminuria-in ordinary life, but when the additional strain was put 
upon them by pregnancy they failed. It struck Mr. Rivett that in assessing 
the damage, as shown by subsequent ill-health, Dr. Young had omitted 
tu investigate a series of control cases. In Mr. Rivett’s opinion and experi- 
ence a very large number of women who had passed, apparently normally, 
through pregnancy and labour had impaired health for many years after- 
wards; in fact, he would say that comparatively few women felt quite so 
well after having a baby as gefore. This was even more striking in 
regard to abortion. Abortion occurred in about 20 per cent of all preg- 
nancies; therefore, an abortion-rate of nine per cent was lower than the 
average abortion-rate. Dr. Young had not shown that albuminuria of 
pregnancy produced abortion. 

Dr. FAIRBAIRN said that he had recognized, early in his obstetric experi- 
cnee, that late disability from renal disease after a toxaemic pregnancy 
was frequent, and liable to escape attention owing to the remoter period 
at which its ctlects became manifest. His impression was that the cases 
in Which these ctlects were most commonly met with were those with an 
onset of albuminuria more gradual and earlier in the pregnancy than in 
those that had eclampsia. There was a tendency to think of all cases of 
albuminuria of pregnancy as prospective eclamptics, and for that reason 
he disliked the term pre-eclampia as begging the question. During 
recovery trom celamptic convulsions the most striking feature was often 
the rapid diminution of albumin in the urine which, before, had boiled 
nearly solid, whereas in cases of albuminuria of more gradual onset, but 
resistant to treatment, recovery after the termination of the pregnancy 
Was usually more gradual and less likely to be complete. Subsequent 
pregnancies in the latter type invariably returned with aggravated syimp- 
toms; these were the cases most commonly left with renal deficiency and 
the lowered expectation of life which went with it. 

Dr. OXLEY suggested that the remote results of toxacmia of pregnaney 
would be more marked in a few more vears’ time, since the breakdown in 
the general condition of the patient did not occur for several vears after the 
toxacnnia had been present. 

Lady Barkerr said that in her experience there was a great deal of 
difference between those patients who had a toxaemic type of albuminuria 
and those who had chrome nephritis; she put in a special plea for a 
thorough investigation of the kidneys by means of biochemical tests 

Dame Louise McInroy did not agree that toxaemia was Hable to recur, 
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In her opinion the bacillus coli had something to do with toxaemia of 
pregnancy. She further suggested that there was evidence that the state 
of the teeth was a causal factor. She agreed with other speakers on the 
value of rest as a form of treatment, and in the taking of frequent readings 
of the blood-pressure. 

Mr. Wyatt stated that, in his opinion, the bad effects of albuminuria of 
pregnancy arose from the fact that pregnancy was not terminated early 
enough. ‘The apparently mild cases were taken in or watched in the out- 
patient department for many weeks in the hope of obtaining a living 
child, with the result that the mother’s general health broke down years 
later, as had been shown by the opening paper. 

The PRESIDENT pointed out the difficulties in comparing statistics from 
various centres. He quoted a patient who had come into the Middlesex 
Hospital. Every possible care had been exercised, but the patient’s con- 
dition suddenly became very much worse and he was obliged to terminate 
the pregnancy by Caesarean section. 

Dr. YOuNG replied. 


Dr. BAKER read a paper, which had been written in conjunction with 
Dr. LeEprPER and Dr. VAUx, on: 


SEVEN CASES OF GRANULOMATA OF THE OVARY. 

She pointed out that such tumours were characterized by (1) islets of 
epithelial cells; (2) fibrous stroma; (3) islets resembling ovarian follicles ; 
(4) a palisade arrangement of the peripheral cells; (5) strands of epithelial 
cells; (6) spaces between masses of cells. She showed charts which 
proved that these tumours were very seldom malignant, but they had a 
very peculiar influence on menstruation, causing long periods of ameuor- 
thoea, followed by irregular bleeding. 


Dr. GILBERT STRACHAN described 


Two CAsEsS OF PRIMARY CANCER OF THE VAGINA 
which were adeno-carcinomata. In both cases the growth was friable, and 
readily came away from the vaginal wall. Both the patients were treated 
by radium. The author then discussed the various theories of aetiology 
of such adeno-carcinomatous growths, and quoted a case published by 
the President in 1911. 


An apparatus for the administration of carbon-dioxide aud oxygen in 
cases of asphyxia neonatorum was shown by Dame Louise McInroy. 


_ 


A meeting of the Section was held on Friday, April isth, rogz, at 
the Royal Society of Medicine. The President, Mr. Vicror BONNEY, was 
in the chair. A paper was read by Professor H. Lerren Murray on: 


TUBAL GESTATION AS SEEN BY THE GYNAECOLOGIST 2 AN 


ANALYTICAL 
STUDY OF CERTAIN AspkeTS, CLINICAL AND 


PATHOLOGICAL, OF A 
CONSECUTIVE SERIES OF L4O CASES, 


The author has made a very detailed analysis of 1yo cases of tubal 


gestation. He stated in the beginning that few of the patients 
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exhibited anything very unusual, except one in whom a_ lithopoedion 
Weighing three and a half ounces was found, one case complicated by 
bilateral ovarian teratomata, and one associated with acutely necrobiotic 
fibroids. Only four others out of the whole series were really desperate 
emergencies. In the majority of cases there was a more of less prolonged 
history of pain and bleeding. The mortality in this series was two; onc 
patient dying of pulmonary embolism on the eighth day, and the other 
of septic pneumonia associated with a pelvic abscess. The average age 
Was 30.5 years. The youngest was 20 and the oldest 42. In this partiular 
series the number of ectopic gestations arising in the right Fallopian tube 
was greater than that in the left. In 70.5 per cent the pregnancy occurred 
in the ampullary portion of the Fallopian tube. 

In discussing the termination of tubal gestation the author states that 
probably a spontaneous cure does occur in many cases of tubal abortion, 
and less frequently by absorption in situ. In 146 cases operated on, 
50 per cent of the gestation sacs were almost extruded, or would appear 
likely to have been extruded if they had been left. In discussing rupture 
of the Fallopian tube Professor Leith Murray divided his cases into: 
(1) primary intra-tubal rupture (i.e. tubal abortion); (2) primary extra- 
tubal rupture, cither intra-peritoneal or intra-ligamentary ; (3) secondary 
extra-tubal rupture, intra-peritoneal or intra-ligamentary. Of these, he 
considered that primary intra-tubal rupture occurred in 92 per cent. This 
figure does not agree with other statistics, but the author went into great 
detail to prove his point. Not a single case in the whole series was a 
primary extra-tubal rupture. In six cases the rupture was of the secondary 
extra-tubal variety. 

Turning to the aetiology of the condition, he supported strongly the 
view that chronic salpingitis and appendicitis were important factors in 
causing ectopic gestation; he also called attention to the fact that reduced 
fertility was very frequently found in such cases. 

In the discussion, Dr. WriGLEY said that an examination of the figures 
at St. Thomas’s Hospital in the last five years corroborated Professor Leith 
Murray’s observation on the incidence of pelvic inflammation in cases of 
ectopic gestation. In very nearly half of the cases he had observed, obvious 
inflammatory lesions were present in the Fallopian tube of the opposite 
side. 


A paper was read on: 


Two CASES OF SIMULTANKOUS INTRA-UTERINE AND EXTRA-UTERINE 
PREGNANCY, WITH A REVIEW OF THE RECORDED CASES, 
by Mr. A. GeMMELL, and Professor Lert MuRRAY. 


The authors stated that they had collected 213 cases from the literature ; 
although not of great rarity such cases were probably outside the experience 
of most gynaccological surgeons. ‘The twe cases were then described in 
detail. In the first case, at operation, it was deemed advisable to empty 
the uterus as well as to excise the ectopic gestation, but in the second 
case the intra-uterine pregnancy was allowed to go to term. After a care- 
ful, detailed analysis of many papers on this interesting subject, the 
authors came to the conclusion that there were no definite criteria on which 
to base prognosis of the fate of the intra-uterine ovum, but when the 
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tubal gestation is removable by operation the prognosis for the intra- 
uterine foetus appears to be good. In 21 cases an intra-uterine pregnancy 
took place in a patient who had already had an ectopic gestation, and in 
this group three of the patients died. The paper concluded with a careful 
bibliography. A discussion took place on the combined papers. 

Mr. CLIFFORD WHITE said that some years ago he had a case of combined 
intra-uterine and extra-uterine pregnancy under his care. The patient was 
adinitted to the Samaritan Hospital for Women on October gth, with all 
the usual signs of intra-peritoneal haemorrhage. The history stated that 
the patient was aged 32, and had had one child five years before and one 
miscarriage six years before. The menstrual periods, which were usually 
regular, lasting four days, had ceased on June 27th. Vomiting had 
been severe during July and August, and on one occasion, after a severe 
attack of vomiting, there was slight haemorrhage, but this was the 
only haemorrhage. During September there was some dull pain in the 
lower abdomen, and two attacks of more severe pain. The pain was 
described as being like labour pains and not like colic. ; 

On examination there was dullness in the flanks, and an indefinite 
soft tumour in the lower abdomen, which it was thought might 
be an ovarian cyst; the patient’s collapsed condition made it undesir- 
able to make a detailed examination. An immediate operation was _ per- 
formed. The left Fallopian tube was found to be gravid, and blood was 
oozing from the fimbriated extremity. It was removed. Both ovaries were 
healthy, and neither was removed. The uterus was enlarged to the size 
of a 12 weeks’ gestation, and had the appearance of a pregnant uterus. 
Morphia was given freely after the operation, and signs of miscarriage 
did not occur. She left the Samaritan Hospital on October 25, and went 
into Queen Charlotte’s Hospital for delivery. She was delivered of a female 
child weighing eight pounds 13!, ounces. On her discharge, on April 
26th, after a normal convalescence, the child weighed nine pounds three 
ounces. 

Mr. HEpLey said that, in his opinion, there were abnormal conditions of 
the Fallopian tube present in cases of ectopic gestation. 

Mr. NIxon asked Professor Leith Murray if he had noticed Cullen’s sign 
in his unique series of cases. The sign, as first described by Cullen, was 
purple discolouration of the skin in the region of the umbilicus. 

Mr. WRIGLEY, the PRESIDENT, and Dame LouIsE McILRoy discussed the 
paper, 

Professor Luirn Murray replied. 

Mr, DouGLas MacL£op read a paper on : 


Two CAsks OF STRUMA OVARIL, 

The author came to the following conclusions ; that these tumours arc 
actually composed of thyroid tissue, and that they do not merely resemble 
it. He based his opinion on the fact that the tumour most commonly 
occurs in association with an obvious dermoid cyst, and in close relation 
to the embryonal rudiment. Secondly, both the cyst and colloid portion 
are enclosed in a common capsule of condensed ovarian tissue. The lining 
of the cyst readily strips off the capsule, as in the case of dermoid cysts, and, 
further, this lining splits to enclose the goitre. The thyroid tissue, there- 
fore, is actually situated in the lining of the evst, and not outside it. 
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Further, there is not any ovarian tissue between the cyst and the thyroid. 
There is little doubt that the dermoid cyst and the goitre are one entity. 

Mr. STEVENS, in discussion, said that he thought the term “struma 
ovarii’? was one which did not describe the condition, and he suggested 
that some change of name should be made for these tumours. 


The President, Mr. Victor Bonney, read a paper on: 
A. SPECIMEN OF IMPLANTATION ENDOMETRIOMA, 


The President showed an implantation endometrioma in an abdominal 
scar removed six years after myomectomy. Microscopical sections showed 
areas of typical endometrial tissue containing both glands and stroma 
lying in a matrix of dense scar tissue. He had had six such cases, five 
of them following hysterotomy and abdominal curettage, and one (the 
speciinen now shown) following myomectomy. In all the cases the tumour 
first became apparent from 18 months to two years after the operation. 
At each monthly period the lump became swollen, tender, and painful, 
owing to the endometrial tissue menstruating. The small collections of 
retained menstrual blood could be seen dotted about the cut surface of the 
tumour after its removal. He showed this specimen in order to emphasize 
the importance of completely covering the wound edges with sheet rubber 
when performing hysterotomy or myomectomy involving the opening of 
the uterine cavity. The endometrium differed from all other adult tissues in 
that part of it had to be renewed every month, and this, no doubt, 
necessitated a degree of vital activity only paralleled by the tissues of 
the embryo. He had often wondered whether tissue culture with fragments 
of endometrium would not be successful in the same way as it is when 
embryonic tissues are employed. 

The President’s paper was discussed by Mr, STEVENS, who thought that 
dissemination of the endometrium was liable to occur in cases in which 
abdominal curettage of the uterus was employed. 

Mr. Leiru Murray also discussed the paper. 


BDINBURGH OBSTETRICAI, SOCIETY. 
A meeting of the Society was held on 13th January, 1932. The President, 
Dr. JAMES YOUNG, was in the Chair. 


Three papers were read on 
Tur TOXAEMIAS OF PREGNANCY. 


Professor MUNRO KERR first discussed the actiology of the toxaemias 
of pregnancy in the light of recent laboratory and clinical observations. 
He began by reviewing the enormous amount of research work which had 
been done on the toxaemias of pregnancy in this country and in other 
countries during the past 30 years : he pointed out how little material benefit 
had been derived from this work. He referred to numerous authoritative 
textbooks and quoted Whitridge Williams’s summation of the subject in 
which he states “that it is evident that the cause of eclampsia has not been 
discovered, and that the peace of mind of all concerned would have been 
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increased had many of the so-called contributors never written ; or at least, 
had withheld their contributions sufficiently long to submit them to self 
criticism.” 

He then described his method of teaching students the toxaemias of 
pregnancy. He propounded that the aetiology of the toxaemias must be 
looked for, not when grave symptoms are present, but early in pregnancy 
when, following the embedding of the zygote, changes occur in the maternal 
organism, Great and insidious forces are roused to activity and disturb 
the normal physiological processes. 

He first drew attention to the great activity of all the endocrine glands 
during pregnancy, especially the anterior lobe of the pituitary body and 
the thyroid gland. Secondly, it was well-known that there was consider- 
able destruction of the uterine mucosa at the site where the zygote becomes 
embedded ; later, with the growth of the placenta, the area affected assumes 
large dimensions. ‘This destruction in the carly weeks is most aggressive 
and the deposition of tissue by the chorionic villi must result in the 
discharge of products of protein autolysis into the maternal blood-stream. 
In all probability emesis gravidarum and hyperemesis are due to*the dis- 
turbed metabolism resulting therefrom. ‘Thirdly, it had been pointed out 
by Snorl and Veit that portions of villi are transported by the circulation. 
Therefore an additional strain is put upon the organism in dealing with 
such foreign products. Fourthly, metabolism distinctly alters during the 
first three months of pregnancy, especially protein metabolism ; and although 
a definite negative phase, as seen in the lower animals, seldom occurs 
in the human subject, something approaching that condition does occur. 
It is rather striking that the sickness of pregnancy, the disturbances of 
the negative phase, and the full development of the placenta occur about 
the same time. These disturbances of the early months are succeeded by 
a period of relative stability lasting from eight to 10 weeks, during which 
time the grosser manifestations of toxaemia seldom develop; and this is 
followed by the last phase, when outbreaks of toxaemia in one form or 
another most frequently occur. This latter is probably due to the placenta 
being a degenerating organ from the sixth month of pregnaney onwards ; 
the ectoderm covering the villi has almost disappeared and is in a more or 
less degenerating condition. 

It would appear to be inconceivable that an organ degenerated as we 
know the placenta to be at this stage, could have any activity as an 
endocrine organ, and therefore the placenta is unlikely to produce a special 
hormone at the time, but it certainly acts as a storehouse for such a 
substance. Professor Munro Kerr thought that the onset of toxaemia was 
probably due to the products of protein autolysis, degenerated villi and 
placental infarcts. This may be the last straw; the organism, overburdened 
with toxins, is unable to stand further strain and, as a consequence, breaks 
down. The pregnant woman always has a struggle with attacking Torces— 
endocrine activity, digestion of the endometrium and the resulting distur- 
bance of the metabolism. If she does not succeed in the fight the toxins 
produce further effects, more especially in the liver, with the result that 
all the metabolic processes are still further affected. Renal disturbances 
are secondary except when any previous disturbance exists. Faulty 
elimination follows and a vicious circle is set up which culminates in a 
gross outbreak of toxaemia in one of its recognized forms, 
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Professor JOHNSTONE read a paper on 


A CASE OF ACUTE PREGNANCY ‘TOXAEMIA 


which occurred at the seventeenth week of pregnancy. Despite drastic 
operative interference the patient died. 

The clinical features and post-mortem examination showed that. the 
case Was presumably a very early one of eclampsia, though uraemia could 
not be entirely ruled out. Professor Johnstone reviewed the literature of 
eclampsia in the early months of pregnancy, and pointed out that very few 
cases had been recorded. With regard to diagnosis, it was difficult to state 
what cclampsia is, because various textbooks and authorities define this 
disease Very differently. 


Dr. JAMES DAVIDSON then recorded 


\ Farar Case or ECLAMPSIA ASSOCIATED WITH EXTENSIVE CEREBRAL 
HAEMORRHAGE AT THE THIRTY-SIXTH WEEK OF PREGNANCY, 


\ mecting of the Society was held on Wednesday, toth February, 1932. 
The President, Dr. JamES YOuNG, was in the Chair. 

Professor G, I. SrrAcHAN of Cardiff read a paper, written by himself 
and Dr. IAN SKOTTOWE, on 


MENSTRUATION IN MENTAL DISEASE. 


He pointed out that the literature on this subject was scanty and rather 
vague, and that in general two main views were held; that in mental 
disease amenorrhoea was usual, and that when menstruation persisted 
exacerbations of mental upset were to be expected during menstruation. 

The paper was based on observations made on 250 female patients in 
adult life admitted to the Cardiff City Mental Hospital; of these, 62 were 
beyond the menopause while 18g were in menstrual life. A simple mental 
classification was adopted in which the cases were divided into six groups ; 
schizophrenics 54, affective disorders 101, paranoid state 45, organic 
psychoses 26, mental deficiency 17, and miscellaneous seven, which included 
the epileptics. 

In the patients in menstrual life it was found that menstrual disorders 
Were present in only 28.4 per cent, and that menorrhagia was the most 
common symptom, being present in 14 cases. The majority of these were 
nulliparous and under 35 vears of age. Scanty menstruation was present 
In 13 cases; it was mainly associated with affective mental disorders. 

\menorrhoca came only third in order of frequeney and again the main 
issociation was with the affective disorders. It was present in 11 cases 
md had lasted from three to six months in patients varving in age from 

to vears; in the majority of these patients the onset of mental 
Vinptoms occurred before the amenorrhoea, It was not found in the patients 
in whom the menstrual condition cleared up that a corresponding improve- 
ment in the mental state necessarily occurred. 


Other menstrual conditions such as dvsmenorrhoea and irregular 
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menstruation, not so commonly met with, were also discussed. The mental 
conditions most commonly associated with menstrual disorders were 
schizophrenia, the affective disorders and paranoia. 

It was found that exacerbations of mental upset occurred in only 36 
observed cases, and of these 12 were cases of schizophrenia. It was noted 
that other observers had usually recorded a higher proportion. Epilepsy 
occurred in six cases and was of varying, usually long, duration. It was 
not found in these cases that the fits only occurred at, or even mostly at, 
the time of menstruation. 

The general findings of Strachan and Skottowe were to the effect that 
menstruation lesions were not so commonly found in their series of cases 
as in those of other observers; that amenorrhoea was present only in 11 
cases out of 18g; that mental exacerbation at the time of menstruation 
occurred only in a small proportion of the cases; and that in epileptics 
there was no tendency for the fits to be especially associated with men- 
struation. The opinions and observations of other workers in this field, 
often contrary to those of the authors of this paper, were quoted and 
reviewed. 


Dr. CAMERON of Glasgow then read a paper on 


AN AID IN THE PREVENTION OF PUERPERAL SEPSIS. 


He gave elaborate statistics from Bellshill Hospital of the action of 
anti-streptococcal serum alone and in combination with vitamins A and 
D, in the form of adexolin, in preventing puerperal sepsis. The serum 
was used as a prophylactic, being administered to patients in whom there 
had been some interference with the natural course of labour and when the 
perineum had been torn; less frequently it was given a day or two before the 
onset of labour in cases which were likely to be complicated. By this means 
he had, in two years, reduced the morbidity, according to the Britis! 
Medical Association standard, from an average of seven per cent in al 
cases and 3.5 per cent in normal cases to an average of 2.4 per cent in 
all cases and 0.15 per cent in normal cases. The total number of cases 
was about 7oo per annum. During the last 12 months there had only 
been one death from sepsis; the case was one of criminal abortion. It was 
not to be thought that only simple cases were admitted to the hospital; 
he gave an exhaustive list of all complicated cases which had been adinitted 
during the last 15 months, and the operative measures which had been 
performed during the same period. These complications and operations 
in no way differ from those in any other general maternity hospital; in 
fact, it would appear that the cases adinitted were of a more complicated 
nature than those admitted into many maternity hospitals. He divided 
the cases treated during the last three months into four equal groups, in 
which he gave (1) no serum; (2) adexolin alone; (3) serum and adexolin, 
and (4) serum alone. The incidence of pyrexia was of great interest, 14 
per cent of the patients in the first group developed pyrexia, five per cent 
in the second group, 1.7 per cent in the third group and 1.6 per cent in 
the fourth group. In the first group, however, three patients had a raised 
temperature on admission, and if these were excluded the incidence was 
8.7 per cent; in the last two groups the only uotified cases were admitted 
with pyelitis, and if these were excluded the incidence of pyrexia weld 


} 
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have been nil in the third and fourth groups. It was also interesting to 
notice that in the last group of cases that after a long period of relative 
ireedom from sepsis when prophylactic serum had been given the incidence 
of pyrexia rose in the first group, at any rate, to 8.7 per cent. It would 
seem, therefore, that prophylactic serum was of the greatest benefit in 
preventing puerperal sepsis. 


At a meeting of the Society held on oth March, 1932, with the President, 


mg 


Dr. JAMES YOUNG, in the Chair, Professor SYDNEY SMiru read a paper on 


ABORTION—A DISCUSSION ON ItS SOCIAL, LEGAL AND ETiicAL ASPECTS. 


Professor SYDNEY SMitin began by stating the law regarding  thic 
procuring of abortion which is defined by the Offences against the Person 
Act of 1801.) In this Act the words ‘unlawful emptying of the uterus”’ 
is mentioned specificially, which Professor Smith asserts would indicate 
that the law recognizes a lawful operation, although it has been held by 
many authorities that there is no sanction in law for abortion of any sort 
Whether medically justified or otherwise : Professor Smith takes exception 
to this view and says that the law apparently does recognize that abortion 
may be performed when there is just cause for the operation. What 
constitutes a just cause is a difficult matter, as there are no legal pronounce- 
ments on the point, but up to recent years medical men were of opinion 
that abortion should be carried out only when it was necessary in order 
to save the life of the mother or to prevent serious impairment of her health. 
Lately, however, in discussions by leaders of the medical profession, other 
conditions such as nervous debility, neurotic and psycho-neurotic states 
have been put forward as good reasons for inducing abortion, and with 
this formidable and clastic list there would seem to be plenty of scope for 
the complacent physician. Professor Sydney Smith did not agree with 
i number of these reasons, and asked for the opinion of the society on the 
subject. 

Professor Smith then gave a somewhat detailed account of the question 
of abortion in the time of Plato and Hippocrates, and showed how it had 
become more and more prevalent in the later years of the Roman Empire 
when abortion was often committed for sheer vanity “so that the breasts 
should not have their shape spoilt by lactation nor the bellies by the 
scars of pregnancy.” In Rome it was usually the midwives, the wise women 
and the soreeresses who lived in the lower districts who committed the acts. 
Before the Christian era abortion was rife and was apparently thought little 
of, and wise writers like Aristotle and Plato appeared to have been in favour 
of it. In general the carly Greeks and Romans looked with approval on 
thortion, for it was considered that the foetus was not a separate being but 
part of the mother to be disposed of as she thought fit. Throughout the 
carly Christian era there was no law on the subject, but the Church always 
set its face against the practice and has intepreted the Commandinent 
“Thou shalt not kill?’ to include abortion. The Church still objects to 
abortion and the Roman Catholic Church does not consider that abortion 
is justified even to save the life of the mother 
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Lately an opinion which is disinclined to bow to the ethics of past 
generations has been growing, and individual knowledge regarding sex 
matters has greatly increased. The facilities open to a woman are wider 
now than formerly, and her intellectual standard is on a correspondingly 
higher plane. ‘This has equipped her better for the struggle for existence, 
but has not aided her to bear better the strain of reproduction and there 
is a greater tendency to shirk the discomforts of child-bearing; it has also 
probably produced a greater tendency to nervous and mental instability. 
The modern woman has her own point of view, and that is that she has 
control of her own body, and if she is not inclined to go through the trouble 
and inconvenience of child-bearing there is no moral right to compel her 
to do so. This view appears to be quite illogical for, although it must 
be decided to a certain extent by the individual, the State must exercise 
control over the destruction of its future citizens. 

Professor Smith then gave statistics to show how great was the preva- 
lence of abortion at the present time, and how impossible it was, in this 
country at any rate, to get correct figures, as only a very few cases of 
abortion came to light. In Germany there has been a steady fall in the 
birth-rate with a rise in the abortion-rate from 16.8 per ro iceptions 
in 1913 to 30 per 100 in 1924. Although the law concerning abortion 
Germany is similar to the law in this country there have been many 
discussions on the advisability of legalizing abortion on grounds oth 
than medical. In Russia the incidence of abortion was so great after th 
revolution in 1917, and the maternal morbidity and mortality were 
appalling, that the Sovict Government in 1920 authorized the operation 
certain circumstances. In that country abortion may be carried out on 
by medical practitioners and in public hospitals ; it is still a crime for any 
unauthorized person to interfere with pregnancy, and before abortion 
be induced the woman must make application to a representative board 
before authorization is granted. In the vears 1924 and 1925 254,000 abortions 
were carried out in Russia, whereas in 1929, in Leningrad, 5S,oo0 abortions 
were registered and only 39,000 births. In Russia it was found that 
abortion was desired principally by multiparous women and not by 
women pregnant for the first time. Professor Smith then gave a series of 
statistics showing the reasons for desiring abortion and compared them 
with some of the reasons for refusal of abortion by the committees. It has 
been found in Russia that the legalization of abortion has caused a 
diminution in maternal morbidity and mortality and that the number of 
patients entering hospitals for uterine haemorrhage is steadily decreasing ; 
the number of cases of puerperal sepsis is said to have decreased. In the 
report of the Departmental Committee on Maternal Mortality and Morbidity, 
the committee came to the conclusion that abortion played a serious part 
in the production of puerperal sepsis and in causing maternal morbidity 
and death. Professor Smith considered that we could effect an immense 
saving in maternal life and health if we could prevent ignorant interfer- 
ence with pregnancy, and stated that this could not be effected by repressive 
measures, and, that being so, the law of abortion ought to be changed si 
as to allow these unfortunate, desperate women to state their cases before 
some authority who could, upon sufficient cause being shown, authorize 
the termination of pregnancy under decent conditions instead of, as at 
present, forcing her to place herself in the hands of an ignorant abortionist. 
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Mr. NorMan Dorr gave a short st:mmary illustrated by lantern slides, of 
A VERY SEVERE CASE OF EXOMPHALOS IN A NEW-BORN Baby 


which he had treated surgically within a few hours of its birth with 
survival of the infant, which has now grown into a fine, healthy child. Mr. 
Dott reviewed the literature on the subject. 





